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APHPB-0005
HEPATOPANCREATICODUODENECTOMY
IN THE ADVANCED STAGE OF
BILIARY TRACT CARCINOMAS
N. Atsushi, T. Abo and T. Nagayasu
Department of Surgical Oncology, Nagasaki University
Hospital, Nagasaki, Japan
Objectives: In biliary tract carcinomas, the hepatopan-
creaticoduocenectomy (HPD) was selected due to the
extent of tumor invasion. To improve the safety and
curability, various means of technique or preoperative
diagnostic modality should be necessary. We hereby
present our experiences and the operative procedures
for combined resection and anastomosis of main vessels
in the hepatic hilum.
Methods: Fifteen cases of the advanced stage of biliary
tract cancer patients underwent HPD since 1997. To pre-
cisely diagnose the tumor extent and preoperative liver
functions, we applied the novel 3D fusion imaging sys-
tem of hepatic vasculatures and bile tract and 99 m-Tc
Galactosyl serum albumin (GSA) scintigraphy volume-
tery were applied. Preoperative portal vein embolization
was applied for the major hepatectomy exceeding 50%.
The liver hanging maneuver (LHM) and combined vas-
cular resections were aggressively performed using trans-
plantation technique or parachute procedures (Video).
Results: Disease included gallbladder cancer in five and
bile duct carcinoma in 11 patients. Right and left major
hepatectomy were undergone in seven and five patients,
respectively. Mean operating time was 749 min, blood
loss 2226 mL and severe morbidity was observed in 7.
The combined vascular resection and anastomosis were
observed in five patients and arterial anastomosis was
performed in 3. The 3-year survivors were observed in
three patients with bile duct carcinomas but not in gall-
bladder carcinoma. By applying LHM, the blood loss
tended to be decreased.
Conclusions: HPD is necessary to have a long-term
prognosis with R0 resection and the combined vascular
resection or anastomosis. Various means of periopera-
tive management of procedures should necessary.
Benign HPB Diseases
APHPB-0019
THE EFFICACY OF LAPAROSCOPIC
SIDE TO SIDE CHOLEDOCHO-
DUODENOSTOMY FOR THE PATIENTS
WITH CBD TONES
Y. Mizuguchi, Y. Mamada, Y. Nakamura, N. Taniai,
M. Yoshioka, A. Matsushita, T. Shimizu, T. Kanda
and E. Uchida
Surgery, Nippon Medical School, Tokyo, Japan
Objectives: We perform choledochoduodenostomy
(CD-S) for patients who developed with recurrent CBD
stones, especially for aged people (>80 years). And the
operative methods of the CD-S have been modified
according to progress of the laparoscopic surgery.
Herein, we discuss the procedure of the laparoscopic
CD-S, as well as the peri-operative clinical course.
Methods: Patients are set with supine position. Four
ports are located as similar as that of four ports Lap-
C. Procedure are (1) Resect GB except for a part of
liver bed. (2) Uncover the CBD surface with lifting the
c-duct up to the abdominal wall. (3) Lithotomy with
cholangioscope. (4) Put incision on the duodenal bulb
for the anastomosis. (5) CD-S was done with single
layer anastomosis. Some patients was put small incision
(5 cm) for the anastomosis.
Results: 68 patients underwent CD-S. Out of them, ten
patients underwent laparoscopic CD-S. No major bile
leakage was seen except one who managed conserva-
tively, and no patients had recurrent CBDs.
Conclusion: CD-S, especially laparoscopic CD-S is
thought to be one of the strategies for the patients with
CBDs because of its less invasiveness.
Malignant HPB Diseases
APHPB-0022
RINGED GORTEX GRAFT FOR PORTAL
VEIN RECONSTRUCTION AFTER
PANCREATICODUODENCTOMY WITH
VASCULAR RESECTION FOR
PANCREATIC CANCER
A. Chan, R. Poon, S. H. Chok, T. T. Cheung and
C. M. Lo
Department of Surgery, The University of Hong Kong,
Hong Kong City, Hong Kong, China
Objectives: This video demonstrates the essential steps
for portal vein (PV) resection followed by reconstruc-
tion using an interpositional ringed Goretex graft in
pancreaticoduodenectomy for pancreatic head cancer.
Methods: A 76-year old lady presented with painless
jaundice. CT scan revealed a 5 9 4 cm tumor at head
of pancreas with bile duct obstruction. The porto-mes-
enteric junction was compromised by tumor but the
superior mesenteric artery remained patent. PET scan
showed no evidence of metastasis. Pancreaticoduoden-
ectomy with PV resection was performed.
Results: The pancreatic neck was transected after bile
duct excision, antrectomy and division of proximal jeju-
num. The pancreatic head-tumor complex was rotated
laterally exposing the retropancreatic segment of main
PV that was invaded by tumor. The splenic vein was
divided at its junction with PV. The supra- and infra-
pancreatic segment of PV was clamped. The tumor-
bearing segment of main PV was transected and the
specimen was removed, leaving a 3 cm gap between the
proximal and distal stump of PV. Approximation of
both ends was restricted by tension. An interpositional
ringed Goretex graft (12 mm diameter) was anastomo-
sed to the PV with continuous 6-0 Prolene sutures. A
1 cm growth factor was applied to the anastomosis.
© 2015 Authors
HPB 2015, 17 (Suppl. S2), 267–287 HPB © 2015 Americas Hepato-Pancreato-Biliary Association
VIDEO ABSTRACTS
The clamps were released and portal flow was restored.
Gastrointestinal continuity was reconstructed by pan-
creaticojejunostomy, hepaticojejunostomy and gastro-
jejunostomy. There was no pancreatic fistula and
recovery was uneventful. Histology confirmed adeno-
carcinoma with portal vein permeation. Postoperative
CT scan at 6-month showed patent PV with no evi-
dence of disease recurrence.
Conclusion: Using artificial graft for PV reconstruction
in pancreaticoduodenectomy was safe and feasible.
APHPB-0029
LAPAROSCOPIC ASSOCIATING LIVER
PARTITION AND PORTAL VEIN
LIGATION FOR STAGED
HEPATECTOMY (ALPPS) FOR
PRIMARY HEPATOCELLULAR
CARCINOMA
J. Cao
Hepatobiliary Surgery, Sun Yat-Sen Memorial Hospital
Sun Yat-Sen University, Guangzhou, China
Objectives: Our aim was to investigate the feasibility of
laparoscopic ‘Associating liver partition and portal vein
ligation for staged hepatectomy’ (ALPPS) in the treat-
ment of advanced hepatocellular carcinoma.
Methods: A 61-year-old female patient with hepatocel-
lular carcinoma underwent laparoscopic ALPPS. The
first-stage surgery was laparoscopic ligation of the right
branch of the portal vein and liver partition. Seven
days later, open right hepatic trisegmentectomy was
performed as the second-stage surgery. The periopera-
tive indicators were then analyzed.
Results: The operative time was 205 min for the first-
stage surgery and 160 min for the second-stage surgery.
Liver function returned to normal 6 days after the first-
stage surgery and left lateral lobe volume increased
115.9% compared to the preoperative volume. The
second-stage open right hepatic trisegmentectomy was
then performed safely and liver function returned to
normal 8 days after the second-stage surgery.
Conclusion: Laparoscopic ALPPS is an excellent choice
for patients with advanced hepatocellular carcinoma
and insufficient volume of the future liver remnant.
APHPB-0040
THE TRANSMEDIASTINAL,
INTRAPERICARDIAL INFERIOR VENA
CAVA APPROACH FOR
HEPATECTOMY OF A LARGE LIVER
TUMOR INVADING THE HEPATIC
VEIN CONFLUENCE
T. Tohyama, K. Tamura, A. Takai, M. Hatano,
S. Kageyama, H. Inoue, J. Watanabe and Y. Takada
Hapato-Biliary-Pancreatic and Breast Surgery, Ehime
University School of Medicine, Toon, Japan
Objectives: During surgical resection of a liver tumor
invading the hepatic vein confluence, we need a total
hepatic vascular exclusion (THVE) technique. Several
methods for exposing suprahepatic IVCs have been
reported. However, there are currently no reports that
provide a detailed description of the anatomical land-
marks during the intrapericardial IVC approach. In the
case reported herein, anatomic landmarks, including the
prepericardial fat in the pericardial trigone, were con-
firmed during the transmediastinal, intrapericardial IVC
approach. We present this surgical procedure by video.
Methods: The patient was a 41-year-old man. Preoper-
ative imagings revealed the huge multilocular tumor
invading the hepatic vein confluence. Fortunately, int-
rahepatic veno-venous shunt between inferior right
hepatic vein and right hepatic vein was existed. We
planned an extended left hemi-hepatectomy with resec-
tion of the hepatic vein confluence. Perioperatively, the
tumor was found to adhere to the hepatic vein conflu-
ence and diaphragm tightly. We took a strategy to
secure the intrapericaldial IVC.
Results: We use the following steps: (1) detachment of
the xiphoid process, (2) the anterior mediastinum is
entered, (3) the presence of prepericardial fat at the
pericardial trigone is confirmed, (4) the pericardium is
first incised at the pericardial trigone, and (5) the
phrenicopericardial ligament is incised vertically toward
the ventral surface of the intrapericardial IVC. This
method offers a wide field compared to other methods.
Conclusion: We believe that such anatomic landmarks
are important to ensure a safe approach to the pericar-
dium and the intrapericardial IVC through the anterior
mediastinum.
APHPB-0055
A MULTICENTERED RANDOMIZED
CONTROLLED TRIAL COMPARING
BINDING
PANCREATICOJEJUNOSTOMY TO A
NOVEL BINDING
PANCREATICOGASTROSTOMY
D. F. Hong1, H. Yu2, R. Y. Qin3, Y. F. Cui4, J. T. Li5,
L. H. Zhu2, Z. F. Wang1, D. S. Huang1, J. Cheng1, Y.
B. Zhang1, S. Y. Peng6 and X. J. Cai7
1Department of Hepatobiliary Pancreatic and Minimally
Invasive Surgery, Zhejiang Provincial People’s Hospital,
Hangzhou, China; 2Department of General Surgery, Sir
Run Run Shaw Hospital of Zhejiang University,
Hangzhou, China; 3Department of General Surgery,
Tongji Hospital Tongji Medical College Huazhong
University of Science and Technology, Wuhan, China;
4Department of General Surgery, the Second Affiliated
Hospital of Harbin Medical University, Harbin, China;
5Department of General Surgery, the Second Affiliated
Hospital of Zhejiang University, Hangzhou, China;
6Department of General Surgery, The Second Affiliated
Hospital of Zhejiang University, Hangzhou, China;
7Department of General Surgery, Sir Run Run Shaw
Hospital of Zhejiang University, Hangzhou, China
Objectives: We carried out this multi-center prospective
randomized control trial, which was designed to evalu-
ate and compare the clinical efficacy of BPJ and BPG.
Methods: From Nov. 2009 to Jan. 2012, 115 cases
from five centers were enrolled in a prospective double-
blind, randomized controlled trial, and divided into
two groups: BPJ group and BPG group. Pre-operative
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parameters, serious complications such as PF, delayed
gastric emptying (DGE), hemorrhage, bile leakage,
abdominal infection, mortality, reoperation, postopera-
tive recovery indicators (i.e. time to flatulence and food
intake, as well as hospital stay) were evaluated and
assessed.
Results: In total, there were 53 cases in the BPJ group
and 62 in the BPG group, with no significant differences
in baseline parameters between two groups, as we will fur-
ther describe. For the intraoperative indices, such as
blood loss, blood transfusions, pancreatic texture, pancre-
atic remnant mobilization and main duct diameter of the
residual pancreas, there were no significant differences
(p > 0.05). In the BPJ group, pancreatic fistulae occurred
in six cases (11.3%), DGE in five, hemorrhage in one,
bilary fistulae in two and an abdominal abscess in one.
One patient died of MOF caused by an abdominal
abscess on the 5th day postoperatively. In the BPG group,
pancreatic fistulae developed in four cases (6.5%), DGE
in 11, hemorrhage in three, bililary fistulae in five and
abdominal abscesses in two. There were no operative
mortalities in the BPG group. No statistical difference
was found between the two groups with respect to PF
rate.
Conclusion: Both BPJ and BPG are safe and reliable
procedures for reconstructing pancreatic-digestive con-
tinuity after PD.
APHPB-0078
NOVEL TECHNIQUES TO REDUCE
POSTOPERATIVE COMPLICATIONS
AFTER LIVER SURGERY
M. Kaibori, H. Iida, K. Matsui, M. Ishizaki, T.
Sakaguchi, H. Matsushima, K. Inoue and M. Kon
Surgery, Kansai Medical University, Hirakata, Japan
Objectives: The relatively large volume of intraopera-
tive blood loss during resection of liver tumors is prob-
lematic. We present here our novel techniques to
reduce blood loss during liver surgery.
Methods: Our four topics in surgical techniques are fol-
lows.
Results: Preoperatively, we use fused multidetector
computed tomography and asialoscintigraphy images
to accurately determine the preoperative regional liver
volume and the maximum removal rate of technetium-
99 m diethylenetriamine-pentaacetic acid-galactosyl-
human serum (GSA-Rmax) in the predicted remnant
liver. Postoperatively, we use indocyanine green (ICG)
fluorescent imaging and/or 5-aminolevulinic acid imag-
ing to detect latent liver cancer. For tumors in the left
side of the liver, we first perform laparoscopic anatomi-
cal hepatic resection. For large tumors in the right side
of the liver, we use the thoracolaparotomy approach
with the liver hanging maneuver. Our previous ran-
domized controlled study found that parenchymal tran-
section using the Aquamantys bipolar sealer resulted in
significantly less overall blood loss, less blood loss
divided by transection area, shorter transection time,
faster speed of transection, fewer overall sutures, and
fewer sutures divided by transection area, than transec-
tion using standard bipolar cautery. Use of these tech-
niques resulted in faster postoperative recovery.
Conclusion: The GSA-Rmax in the predicted remnant
liver should be greater than 0.15 mg/min/kg body
weight to avoid postoperative liver failure. ICG fluores-
cent imaging may be useful for the detection of small
latent tumors. Use of the Aquamantys bipolar sealer
increases the safety of liver surgery. We consider that
use of these novel techniques can minimize the postop-
erative complications after liver surgery.
APHPB-0093
PANCREATICOJEJUNOSTOMY BY
REINFORCING THE PANCREAS
WITHOUT COVERING THE
ANASTOMOTIC LINE REDUCES
PANCREATIC FISTULA
M. Kuramoto1, S. Ikeshima1, K. Yamamoto1,
T. Masuda1, Y. Kitano1, D. Kuroda1, S. Shimada1 and
H. Baba2
1Surgery, Kumamoto General Hospital, Yatsushiro,
Japan; 2Gastroenterological Surgery, Kumamoto
University Graduate School of Medical Sciences,
Kumamoto, Japan
Objectives: Postoperative pancreatic fistula (POPF) is
the most common and an intractable complication after
pancreaticoduodenectomy (PD). Many efforts have been
made to lessen POPF, but nevertheless its incidence still
remains high. The aim of this study was to evaluate the
efficacy of reinforcing the pancreatic remnant, but the
non-reinforcement of the anastomotic line, by using a
modified polyethylene glycolic acid (PGA) felt pasting
method after PD, especially in cases with a soft pancreas.
Methods: Pancreaticojejunostomy (PJ) anastomosis
was performed with the end-to-side 2-layer manner in
which the cut end of the pancreatic remnant was pasted
with PGA felts using a fibrin sealant in 31 patients
(PGA group). The postoperative outcome was then
compared with historical control subjects (control
group, 33 patients).
Results: Incidences of overall, Grade A and Grade B
of POPF in the PGA group were 29.0%, 22.6% and
6.5%, respectively, and tended to be lower than that in
the control group (48.5%, 33.3% and 15.2%), although
no statistical significance was observed. There was no
Grade C of POPF in this study. Referring only to the
soft pancreas, however, the overall incidence of POPF
in the PGA group was significantly lower than that in
the control group (39.1% vs. 70.0%, p = 0.042).
Conclusion: Applying PGA felt pasting to PJ anasto-
mosis could be one effective measure for reducing
POPF after PD. We demonstrate the usefulness of our
method including the techniques in this presentation.
APHPB-0100
RIGHT ANTERIOR SECTIONECTOMY:
HOW I DO IT
C. Bunchaliew and R. Chanwat
Surgical Oncology, National Cancer Institute, Bangkok,
Thailand
Objectives: Glissonean pedicle approach is one of many
methods for performed anatomical liver resection. This
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technique can applied for many type of liver resection
which helped shorten operative time and created bloodless
surgery. We here presented a video demonstration right
anterior sectionectomy which detailed step to perform of
this procedure.
Methods: A 51-year-old female with underlying chronic
hapatitis B viral infection for 20 years which her
annual imaging was diagnosed HCC involving segment
V and VIII of liver. Right anterior sectionectomy was
performed. Operation started with mirror-L incision,
cholecystectomy and right lobe of liver was mobilized.
Right anterior (RAP), right posterior (RPP) and left
portal pedicle (LP) were encircled. RAP and RPP were
clamped when performed parenchymal transection
between right anterior and right posterior section then
RAP and LP were clamped when transection between
right anterior section and segment IV. RAP was ligated
and specimen was removed in last step.
Results: Operation was done without intra-operative
complication. Operative time was 240 min and blood
loss was 50 mL. Post-operative course was uneventful.
Patient was discharged on 6th post-operative day. Path-
ological report revealed a 6.5 9 5.3 9 4.7 cm, moder-
ate differentiated HCC with free resection margin. She
was not received any adjuvant treatment. Now, she is
doing well at 12 month after operation.
Conclusion: Anatomical knowledge of liver and glisso-
nean system are great tool to performed glissonean
approach’s liver resection. With increasing experience,
this techniques are likely to become a best method for
liver operation.
APHPB-0106
PANCREATICOGASTROSTOMY AFTER
PANCREATICODUODENECTOMY
WITHOUT TOUCHING THE PANCREAS
T. Kokudo1, N. Halkic2, H. Kudo1, N. Kokudo1,
L. DiMare2, N. Demartines2 and E. Uldry2
1Department of Surgery, Graduate School of Medicine,
The University of Tokyo, Tokyo, Japan; 2Department of
Visceral Surgery, Centre Hospitalier Universitaire
Vaudois, Lausanne, Switzerland
Objectives: There is accumulating recent evidence that
pancreaticogastrostomy is superior to pancreaticojejun-
ostomy in reducing the incidence of postoperative pan-
creatic fistula (PF) after pancreaticoduodenectomy
(PD). Here we describe a new simple and easy tech-
nique of pancreaticogastrostomy with invagination of
the pancreas which does not suture the pancreas itself.
Methods: All consecutive patients scheduled for elective
PD from March 2000 to December 2013 were included
in this study. When the pancreas is soft or the main
pancreatic duct is too narrow for direct anastomosis,
pancreaticogastrostomy was performed. The procedure
is as following: The posterior side of the stump is
mobilized for about 2 cm. A transverse gastrostomy is
made at the posterior wall of the stomach. A purse-
string suture with an absorbable monofilament (2-0
PDS) is prepared to tie the stump. A longitudinal gas-
trostomy is made at the anterior wall of the stomach.
The stump is pulled from the anterior gastrostomy and
invaginated. The purse-string suture is tied and the
stump of the pancreas is fixed to the posterior wall of
the stomach.
Results: During the study period, a total of 295
patients who underwent PD, pancreaticogastrostomy
was performed in 114 patients (38.6%). The frequency
of clinically significant PF was, grade B: 3 (2.6%), and
grade C: 4 (3.5%) according to the International Study
Group of Pancreatic Fistula definition.
Conclusion: This technique can be easily performed,
even by surgeon unfamiliar to pancreaticogastrostomy,
with a favorable outcome.
APHPB-0123
UNIQUE CAUDAL VIEW/ACCESS IS A
KEY TO REBOOT SURGEONS’ MIND
FOR LAPAROSCOPIC LIVER
RESECTION
S. Ogiso1, T. Nomi2, K. Araki2, C. Conrad2,
E. Hatano1, S. Uemoto1, D. Fuks2 and B. Gayet2
1Division of Hepato-Pancreato-Biliary and Transplant
Surgery, Department of Surgery, Kyoto University,
Kyoto, Japan; 2Department of Digestive Pathology,
Institute Mutualiste Montsouris, Paris, France
Objectives: We aim to illustrate differences in surgical
view/access during open and laparoscopic liver resec-
tions and facilitate overcoming of the steep hurdle
when introducing laparoscopy to advanced liver
surgery.
Methods: We reviewed video footages of open and lap-
aroscopic liver resections stored in the two high-volume
centers, Institute Mutualiste Montsouris in France with
more than 500 laparoscopic liver resections and Kyoto
University in Japan with more than 2000 open liver
resections. Right hemihepatectomy and left lateral sec-
tionectomy were selected as representative examples to
compare the surgical view/access and procedural details
during the two approaches.
Results: Operative field was viewed though a laparo-
tomic incision from ventral to dorsal side in open
approach, whereas through a laparoscope from caudal
to cranial side in laparoscopic approach. Liver paren-
chyma was transected from ventral to dorsal side using
landmarks in ventral liver surface in open approach,
whereas from caudal to cranial side using other
landmarks behind the liver in laparoscopic approach.
Intraparenchymal vascula were dissected from ventral
aspect in open approach, whereas from caudal and dor-
sal aspect in laparoscopic approach. Laparoscopic
view/access was limited in the dome area, where laparo-
scopic ultrasound was routinely used, together with
trans-diaphragmatic trocars (lateral approach) when
needed.
Conclusion: Laparoscopy provides excellent caudal
view but challenges of cranioventral access. These
strength and limitation unique to laparoscopic
approach warrant reboot of liver surgeons’ mind to
adopt new techniques other than those used in open
approach.
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APHPB-0138
RIGHT TRISECTIONECTOMY WITH
PORTAL VEIN RESECTION FOR HILAR
CHOLANGIOCARCINOMA
X. Li, J. I. A. O. Chenyu, W. A. N. G. Ke, Y. A. O.
Aihua, H. A. N. Shen, P. E. N. G. Rui, W. A. N. G.
Dong and W. A. N. G. Xing
Liver Transplantation Center, The First Affiliated
Hospital of Nanjing Medical University, Nanjing, China
Objectives: Anatomic right trisectionectomy with
caudate lobectomy can gain a longer bile duct resection
margin to increase the chance for R0 resection. This
video shows resection of portal vein together with right
trisectionectomy and caudate lobectomy.
Methods: A 65-year-old man presents with right upper
abdominal pain and progressive jaundice for 2 weeks. He
was diagnosed with hilar cholangiocarcinoma. His total
bilirubin was decreased after PTCD. CT scan showed a
resectable tumor and atrophy of the right lobe. Surgical
decision had been made to perform a right trisectionecto-
my and caudate lobectomy with portal vein resection.
Results: The operation began with hilar dissection.
Right lobe was mobilized and detached from retrohe-
patic vena cava. The distal common bile duct was tran-
sected. Right hepatic artery was ligated and divided.
Portal vein was dissected and encircled. After parenchy-
mal transsection, Right and middle hepatic veins were
cut and closed with vascular stapler. Portal vein bifur-
cation was resected then portal vein anastomosis was
done by end-to-end with 6-0 Prolene. And then speci-
men was removed. Ultrasound confirmed normal portal
flow. The patient recovered uneventfully, Pathology
confirmed hilar cholangiocarcinoma and R0 resection.
Portal vein showed microscopic invasion. Patient was
discharged on the 20th postoperative day.
Conclusion: Right trisectionectomy with portal vein
resection is feasible and may increase the chance for R0
resection and gain better outcome, especially in cases
when portal vein is microscopically involved only. This
precedure can obtain relatively longer proximal resect-
able margin. Extended hepatectomy should be indi-
cated for right-side predominant Bismuth type IV hilar
cholangiocarcinoma, if liver function is adequate.
Benign HPB Diseases
APHPB-0181
PROXIMAL PARENCHYMAL
PANCREATECTOMY FOR
MANAGEMENT OF LOW-GRADE
MALIGNANT LESIONS AS A MODIFIED
PROCEDURE OF DUODENUM-
PRESERVING PANCREAS HEAD
RESECTION
S. Hirano, K. Okamura, T. Tsuchikawa, T. Nakamura,
Y. Kurashima, T. Noji, E. Tamoto, S. Murakami,
Y. Ebihara and T. Shichinohe
Gastroenterological Surgery II, Hokkaido University
Graduate School of Medicine, Sapporo, Japan
Objectives: Conventional duodenum-preserving pan-
creas head resection (DPPHR) procedure has resulted
in a higher rate of postoperative pancreatic fistula. To
avoid the complications we have recently conducted
proximal parenchymal pancreatectomy (PPP) for man-
agement of low-grade malignant lesions. The technique
and short operative outcome of the procedure will be
presented with video.
Methods: PPP included resection of all the parenchyma
around the pancreatic head, containing the groove area
with preserving the duodenum and the bile duct system.
To prevent an ischemic damage of the bile duct, the
epicholedochal plexus on the bil duct wall should be
carefully preserved. Other procedural steps were similar
to that of conventional DPPHR. The Kocher’s maneu-
ver was not performed and the posterior pancreatic fas-
cia was preserved. Reconstruction of the remnant
pancreas was accomplished using a gastrojejunostomy.
A case of 15-year old female diagnosed as having Solid
and pseudopapillary neoplasm over 15 cm in diameter
was shown in this presentation.
Results: The overall postoperative morbidity rate of 13
patients who underwent PPP was 31% (4/13). There
was no patient with grade C pancreatic fistula. The rate
of postoperative pancreatic fistula was markedly lower
in the patients with PPP (2/13; 15%) than in those with
conventional DPPHR (7/8; 88%) (p = 0.0022). Delayed
gastro-duodenal passage related to ischemia or conges-
tion of duodenal blood flow did not occur. All compli-
cations were managed conservatively without surgical
intervention. The postoperative mortality rate was 0%.
Conclusion: For selected patients, PPP may provide
clinical benefits in terms of less complication.
Malignant HPB Diseases
APHPB-0190
THE CLINICAL STUDY OF PRECISE
HEPATIC PEDICLE DISSECTION IN
THE ANATOMICAL HEPATIC
SEGMENTECTOMY
Y. Qiu, L. Mao and T. Zhou
Hepatopancreatobiliary Surgery, The Affliated Drum
Tower Hospital of Nanjing University Medical School,
Nanjing, China
Objectives: To evaluate the key points of preoperative
assessments and surgical techniques of precise hepatic
pedicle dissection in the anatomical hepatic segmentec-
tomy.
Methods: 104 patients who underwent anatomical
hepatic segmentectomy were divided into two groups,
the group of precise hepatic pedicle dissection and the
group of conventional hepatectomy. The data of peri-
operative period and follow-up were processed and
analyzed.
Results: Comparing with the routine group, the differ-
ences of blood loss and transfusion in the precise group
had no statistical significance; The difference of the
incidence of intermittent portal triad occlusion was
higher which had statistical significance, and the differ-
ences of the time of intermittent portal triad occlusion
and operation were longer which had statistical signifi-
cance The differences of the incidence of postoperative
complications and the duration of postoperative hospi-
tal stay had no statistical significance between two
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groups. The cases diagnosed primary hepatocellular
carcinoma were analyzed; Comparing with the routine
group, the difference of positive tumor margin and
positive vascular invasion, the pathological staging had
no statistical significance. All patients were followed up
in 2 years. Comparing with the routine group, the time
of disease-free survival, overall survival, and median
survival were longer, which had statistical significance.
Conclusion: The technique of precise hepatic pedicle
dissection has the same safety and effectiveness as con-
ventional method in hepatectomy. And for the cases of
primary hepatocellular carcinoma, the precise hepatic
pedicle dissection method has better survival time com-
pared to conventional method, on the condition of
same positive surgical margin.
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APHPB-0198
CASE REPORT: TREATMENT OF
BLEEDING PARA-STOMAL VARICES
BY DIRECT PERCUTANEOUS
PUNCTURE OF ILEOCOLIC VEIN
FOLLOWED BY CATHETER DIRECTED
GLUE EMBOLIZATION
M. Wang and C. W. Too
Vascular and Interventional Radiology, Singapore
General Hospital, Singapore City, Singapore
Objectives: Bleeding para-stomal varices are emerging
diagnostic and treatment problems in patients with
enterostomies and portal hypertension. We report a
safe and efficacious treatment option.
Methods: A 57-year-old Chinese lady with a total co-
lectomy, abdominoperineal resection and end-ileostomy
for metastatic rectal carcinoma and familial adenoma-
tous polyposis presented with 14 episodes of stomal
bleeding from 2007 to 2014.
Initial gastrointestinal and capsule endoscopies, small
bowel series and computed tomography (CT) imaging
were negative. In 2010, CT revealed new hepatospleno-
megaly, splenic and para-stomal varices. She was diag-
nosed with non-alcoholic steatohepatitis cirrhosis.
Repeated endoscopies remained negative for intra-lumi-
nal varices or bleeding points. She declined further
invasive management and commenced propranolol
therapy.
Unfortunately she presented with torrential stomal
bleeding on her latest admission. CT mesenteric angio-
gram showed interval increase in her para-stomal vari-
ces supplied by a dilated and tortuous ileocolic vein
though there was no active contrast extravasation.
Hepatic venous pressure gradient measurement demon-
strated elevated portal pressures of 19 mmHg. While
initially considered for transjugular intrahepatic porto-
systemic shunt (TIPS), we eventually opted for ultra-
sound-guided direct percutaneous puncture of the
ileocolic vein followed by catheter-directed histoacryl
glue embolization.
Results: Post-embolization venography showed no
residual flow into the para-stomal varices. She had no
further bleeding.
Conclusion: Extensive investigations demonstrated
prominent para-stomal varices in our patient; however
no definite intra-luminal bleeding point could be
identified – rendering her unsuitable for local or endo-
scopic therapy.
Percutaneous embolization offers a less invasive option
versus surgery or transjugular intrahepatic portosystem-
ic shunt (TIPS) and is particularly useful when a single,
dominant feeder is identifiable.
Transplantation
APHPB-0218
RIGHT POSTERIOR SECTOR GRAFT –
TECHNIQUE
K. Palaniappan, V. Kota, R. Rajesh, G. Narashimhan,
S. Reddy and M. Rela
Institute of Liver Disease & Transplantation, Global
Hospitals Chennai, Chennai, India
Objectives: Procurement of a right lobe graft in living
donor liver transplantation is associated with complica-
tions like bleeding, biliary issues and small remanent
volume. Right posterior sector graft can be considered
in select patients with favourable anatomy and suffi-
cient volumes. Hereby we present our technique of
selection, procurement and outcome of right posterior
sector graft in a living donor liver transplantation.
Methods: 55 Y male presented with HCV related end
stage liver disease and was advised liver transplanta-
tion. His son aged 32, underwent evaluation for organ
donation. His evaluation revealed a right lobe volume
of 1230 g and remanent of about 31%, with GRWR of
1.5. His left lobe with caudate gave a GRWR of 0.7.
On re-evaluation, his anatomy was suitable for a right
posterior sector graft (MHV Dominant, extrahepatic
bifurcation of right hepatic artery and portal vein, with
separate insertion of right posterior sector duct at the
hilum). With RPS graft, his remanent was about 45%.
Results: Operative time was 360 min with blood loss of
about 400 mL. Implantation was done successfully.
Donor hospital stay was 7 days and had a smooth
recovery with no evidence of small for size. Recipient
also had smooth recovery, except a acute rejection, for
which he received pulse steroid therapy.
Conclusion: Procuring a right posterior sector graft can
be technically difficult with increased morbidity. But
with increasing knowledge of anatomy with variations
in biliary and venous anatomy, it can be safely per-
formed. Right posterior sector graft is a suitable alter-
native in select patients.
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APHPB-0219
RATIONAL HEPATIC ANATOMICAL
RESECTION BASED ON A HYBRID
CONCEPT OF THE TERRITORY OF
PORTAL VEIN AND HEPATIC VEIN
S. Imura, M. Shimada, Y. Morine, T. Ikemoto,
Y. Arakawa, S. Iwahashi, Y. Saito and S. Yamada
Department of Surgery, The University of Tokushima,
Tokushima, Japan
Objectives: We sometimes encounter the case of that
portal perfusion area in cranial side of anterior segment
surrounded superior right hepatic vein (SRHV). Here,
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we propose extended right anterior sectionectomy
based on a hybrid concept of both territories of right
anterior portal perfusion and SRHV drainage.
Methods: Indication is (1) Tumor mainly located in
right anterior section, (2) SRHV should be resected for
curative resection, (3) Portal perfusion area in cranial
side of anterior section surrounded SRHV, and inferior
RHV presented, and (4) Estimated hepatic functional
reserve after right lobectomy is marginal. Surgical
procedures are (1) First and second branch of the right
Glisson were encircled and taped at hepatic hilus, (2)
After mobilization of the right lobe, accessory RHVs
were taped, (3) Demarcation line of the right anterior
section was confirmed by Glisson clumping, (4) Terri-
tory of SRHV was also confirmed after clumping of
hepatic artery and SRHV, (5) Cut line was designed
along both territories of right anterior portal vein and
SRHV, and (6) Hepatic transection was performed
using CUSA and electrocautery under Pringle plus
selective HV occlusion.
Results: Case was 80’s male with HCC (10 cm) in right
anterior section. Estimated remnant liver volume was
less than 35% after right lobectomy. We performed
extended right anterior sectionectomy including SRHV
drainage area (estimated remnant liver volume: 45%).
Post-operative CT revealed no ischemic or congested
area.
Conclusion: Our proposed procedure might be a prom-
ising option from the viewpoint of both systematic
resection and functional reserve of the future remnant
liver.
APHPB-0221
ANATOMICAL SEGMENT? LIVER
RESECTION FOR HEPATOCELLULAR
CARCINOMA
X. Li, K. Wang, C. Jiao, A. Yao, R. Peng, S. Han,
D. Wang and X. Wang
Liver Transplantation Center, The First Affiliated
Hospital of Nanjing Medical University, Nanjing, China
Objectives: Accurate anatomic segmentectomy still
remains challenging for the cirrhotic liver. We have
evaluated the usefulness of the method for anatomic
segmentectomy, which including dissect and clamp sec-
ond/third-order branches of portal vein to create ische-
mic demarcation area, hepatic vein oriented
parenchymal transsection.
Methods: A 65-year-old man presents with right upper
abdominal pain for 2 weeks. CT scan shows that there
is mass located in segment? AFP is negative. ICG-R15
less than 20%. Preoperative planning with 3D simula-
tion system is to perform a anatomic segment? liver
resection.
Results: The second -order branches, the right anterior
and posterior portal vein branches were dissected and
taped. Under vascular clamp of the right anterior por-
tal vein and hepatic artery, ischemic demarcation area
was created on the liver surface. Then liver resection
began along the left demarcation line. The parenchymal
transection was continued further along the MHV, Sg?
tributary of MHV was ligated and divided. The Glis-
son’s ventral pedicle branch and the dorsal branch of
Sg? were ligated and divided. Next, parenchymal -tran-
section was continued along the right demarcation line.
Sg? tributary of RHV was ligated and divided to com-
plete segmentectomy? After the completion of segmen-
tectomy?, the following structures were exposed at the
resected liver surface: MHV, stump of the Glisson’s
pedicle of Sg?, RHV and IVC.
Conclusion: The method, which including dissect and
clamp second/third-order branches of portal vein to
create ischemic demarcation area, combine with hepatic
vein oriented parenchymal transsection, is the most
practical and effective for anatomic segmentectomy.
APHPB-0231
CAUDATE LOBE EXCISION: LEFT
SURGICAL APPROACH
D. Davra, V. Manshukhani, R. Shah and J. Palepu
Surgical Oncology, Lilavati Hospital and Research
Centre, Mumbai, India
Objectives: Caudate lobe resection is one of the most
demanding procedures among hepatic resection, reason
being its deep location and its proximity to major ves-
sels. The caudate lobe is located beneath the major
hepatic veins, between the portal vein anterior and infe-
rior vena cava (IVC) posteriorly. The major problems
in caudate lobe resection are dissection and control of
the retro hepatic caudate veins and, in the presence of
a substantial tumor, controlling bleeding from the pos-
terior surface of the middle hepatic vein.
Methods: Dissection at the base of the umbilical fissure
allows identification of the caudate vessels issuing from
the left side of the portal vein and the left hepatic
artery. The left lateral margin of the caudate is freed
by division of the fibrous extension of the tissue. Work-
ing from the left side of the vena cava toward the right
side freeing of the ligamentous attachments, the
caudate can be elevated and the retro hepatic veins
suture-ligated. As this dissection is carried out over the
anterior surface of the IVC to the left side until the
caudate lobe is completely freed from the vena cava.
Results: The operating time was 230 min, the intraop-
erative blood loss was 200 mL and the postoperative
hospital stay was uneventful.
Conclusion: This technique allows safe and selective
excision of the caudate lobe.
APHPB-0263
ANATOMICAL LIVER RESECTION
ALONG THE ANTERIOR FISSURE
A. Cho, H. Yamamoto, O. Kainuma, H. Yanagibashi,
H. Arimitsu, F. Ishige, Y. Nabeya, N. Takiguchi,
H. Souda and A. Ikeda
Gastroenterological Surgery, Chiba Cancer Center
Hospital, Chiba, Japan
Objectives: Liver resection including the right or mid-
dle hepatic vein may potentially induce right paramedi-
an sector congestion of the remnant liver. To overcome
this problem, a reclassification of the liver to divide the
right liver into three vertical segments has been pro-
posed. We show a new anatomical liver resection
according to this reclassification.
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Methods: Three-dimensional CT portography shows
that the anterior portal branches can be divided into
the ventral and dorsal branches. The area of the ventral
branches drains into the middle hepatic vein, and the
area of the dorsal branches drains into the right hepatic
vein. Thus, the right paramedian sector can be divided
into two vertical segments by the anterior fissure. Tem-
porary clamping of the middle or right hepatic vein
and the proper hepatic artery provides the anterior fis-
sure on the liver surface.
Results: To prevent venous congestion in the right
paramedian sector, we performed various types of ana-
tomical liver resection along the anterior fissure. Regen-
eration rate of the remnant right paramedian sector
was similar to that of the other segments on postopera-
tive CT.
Conclusion: This procedure could represent a useful
method for preventing postoperative venous conges-
tion.
APHPB-0281
SAFE RIGHT TRISECTIONECTOMY
CONSIDERING THE ANATOMICAL
VARIATION IN THE ORIGIN OF MHV
AND LHV
S. J. Park, S. D. Lee, S. S. Han, Y. J. Kim and
S. A. Lee
Center for Liver Cancer, National Cancer Center,
Goyang, Korea
Objectives: Right trisectionectomy which can be
applied to resect the Bismuth IV Klatskin tumor or
liver cancer accompanies high morbidity and mortality
and a part of such complications are related to the ana-
tomic variations. Left hepatic vein (LHV) has several
anatomic variations of type A, B, and C according to
Barboro et al. (2012) and hepatic vein from segment 3
(V3) can go along the umbilical fissure as in type
A and B, there is a danger of V3 injury.
Methods: To avoid LHV injury during right trisection-
ectomy, preservation of stump of MHV is recom-
mended. The advantages of this method are as follows;
avoidance of the LHV injury, preservation of a part of
the functioning S4a, and no dissection of the left side of
LHV and left coronary ligament.
Results: A video: Sixty five year-old female who had
diagnosed as klatskin tumor bismuth type IV had right
trisectionectomy with radical bile duct resection. She
had two preoperative PTBD at B6 and B3, and future
liver remnant liver volume (lateral section) was 29%
(358/1230 cc). The permanent pathologic report showed
the poorly differentiated adenocarcinoma of T2bN0(0/
17) with clear distal and proximal resection margin
(1.5 cm from invasive cancer, 0.7 cm from high grade
dysplasia). She discharged without complication on
10 days postoperatively and has lived without abnor-
mal event for 1 year.
Conclusion: Preservation of stump of MHV is safe and
recommendable approach during right trisectionectomy
to avoid LHV injury whenever oncologically possible.
APHPB-0293
VIDEO:
HEPATOPANCREATICODUODENECTOMY
FOR BILIARY CANCER
T. Aoki, Y. Sakamoto, Y. Sugawara, K. Hasegawa
and N. Kokudo
Department of Surgery, The University of Tokyo,
Tokyo, Japan
Objectives: Hepatopancreaticoduodenectomy (HPD)
for biliary cancer remains a challenge for surgeons, and
this procedure has been reported to be associated with
high mortality and morbidity. Here, we present our
procedures and outcomes of HPD.
Methods: The preoperative treatments included (1) bili-
ary drainage for future remnant liver and (2) portal
vein embolization. The operative procedure was started
with pancreaticoduodenectomy. After Kocher’s maneu-
ver, the stomach was divided and lymph nodes around
common hepatic artery was dissected. Gastroduodenal
artery was ligated and divided, and division of pancre-
atic parenchyma was done. The jejunum was cut and
the pancreas was dissected from the portal vein and the
nerve plexus of supramesenteric artery. Then the hepa-
toduodenal ligament was skeletonized, and right portal
and hepatic arterial branches were ligated. The right
hemiliver was totally mobilized from the right side, and
HPD was completed by extended right hepatectomy.
Two-staged reconstruction was selected.
Results: Operative time was 663 min, and blood loss
was 1680 mL. The patient was discharged on the 20th
postoperative day, and two-staged pancreatico-jejunos-
tomy was performed 3 months after the first procedure.
Our consecutive 52 HPDs revealed that the morbidity
rate was 82%, 15% of which were major complica-
tions; however, there was no operative death. The
2- and 5-year overall survival rate was 51% and 43%,
respectively.
Conclusion: HPD could be performed with zero mor-
tality using perioperative treatments and managements,
although this procedure was associated with long
operation time, much intraoperative bleeding and high
morbidity rate. If a curative resection is possible, long-
term survival can be expected.
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APHPB-0306
ASSOCIATING ANTERIOR APPROACH
AND LIVER HANGING MANEUVER
FOR CAUDATE LOBECTOMY FOR
LIVER HEMANGIOMA
X. Jin, L. Wang, W. Chen, J. T. Li, S. Y. Peng,
C. M. Qian and J. J. Yang
Hepatopancreatobiliary Surgery, Second Affiliated
Hospital Zhejiang University School of Medicine,
Hangzhou, China
Objectives: To explore the feasibility and safety of cau-
date lobectomy with anterior transhepatic approach
combined with liver hanging maneuver.
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Methods: A 52-year-old female who was admitted with
a tumor in the caudate lobe underwent caudate lobec-
tomy. A 7 cm hemangioma was found in the caudate
lobe. The posterior surface of mass was very close to
inferior vena cava,and the inferior boundary of mass
was close to the porta hepatis. The improved liver
hanging maneuver was applied followed by dissecting
the fossa between right hepatic vein and middle hepatic
vein. Occlusion tape was placed on hepatic pedicle to
control the inflow of hepatic vascular. Because the mass
was not easy to be mobilized, anterior liver transection
with liver hanging maneuver ensured the shortest resec-
tion plane and the best operative field to expose the
caudate lobe so that the caudate lobe could be resected
completely.
Results: The operation went smoothly with the blood
loss of 600 mL and the operation time of 260 min.
There was no postoperative complications and mortal-
ity. Postoperative CT showed remnant liver regenerated
very well.
Conclusion: Associating anterior approach and liver
hanging maneuver for caudate lobectomy can be safely
and feasibily performed.
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APHPB-0307
ISOLATED COMPLETE CAUDATE
LOBECTOMY FOR GIANT HCC
X. Jin, L. Wang, W. Chen, J. T. Li, S. Y. Peng,
J. J. Yang and C. M. Qian
Hepatopancreatobiliary Surgery, Second Affiliated
Hospital Zhejiang University School of Medicine,
Hangzhou, China
Objectives: To discuss the strategy of isolated complete
caudate lobectomy for giant HCC in the caudate lobe.
Methods: A 64-year-old male who was admitted with a
tumor (6.5 9 6 cm) in the caudate lobe underwent iso-
lated complete caudate lobectomy. Preoperative labora-
tory examinations showed AFP level 218.8 ng/mL
(<20 ng/mL), TBIL 14.2 lmol/L (5–21 lmol/L), ALT
26 U/L (<45 U/L), AST 45 U/L (<35 U/L), ALB37.1 g/L
(35–52 g/L), Child-Pugh A, Hepatitis B positive. Intra-
operatively, a malignant mass of over 6 cm in diameter
was found in the caudate lobe. Both the left and right
lobes of the liver was completely mobilized. Spiegel lobe
was first completely dissected followed by dividing the
branches of left portal vein and right portal vein. The
whole caudate lobe was ischemic and demarcation line
could be seen. Under intermittent Pringle maneuver, the
right plane of caudate lobe was seperated along the line
of ischemia by splitting the parenchyma.
Results: The operation went smoothly with the blood
loss of 800 mL and the operation time of 310 min.
There was no postoperative complications and mortal-
ity. Postoperative pathological diagnosis showed HCC
with negative margin.
Conclusion: Isolated complete caudate lobectomy can
be safely performed on giant HCC patients based on
the precise anatomical basis of surgeons.
APHPB-0310
RECONSTRUCTION OF HEPATIC
ARTERY & PORTAL VEIN WITH
RE-IMPLANTATION OF SPLENIC VEIN
IN WHIPPLE’S
PANCREATICODUODENECTOMY –
TECHNIQUE
K. Palaniappan, S. Govil, S. Reddy, M. Shrivastava
and M. Rela
Institute of Liver Disease & Transplantation, Global
Hospitals Chennai, Chennai, India
Objectives: Resection for pancreatic cancer is the only
curative treatment option. Even with curative resection,
long term survival is poor. In 10–20% extended resection
for vascular involvement is indicated. Vascular resection
for borderline resectable pancreatic cancer is controver-
sial, but immediate reconstruction is safe and feasible
using well established vascular surgery techniques.
Methods: 52 Y male presented with features of border-
line resectable pancreatic cancer with involvement of
SMV-SV Junction with doubtful involvement of com-
mon hepatic artery in Triphasic CT. Laparoscopy
showed no evidence of dissemination. He underwent
Classical Pancreatico-duodenectomy with resection of
the SMV-SV Confluence & also resection & reconstruc-
tion of the hepatic artery.
Results: During resection, initially the hepatic artery
was resected and end to end anastomosis was done
using 7-0 prolene. the clamp time was 14 min. Subse-
quently after uncinate dissection, portal vein was
resected and end to end reconstruction was done using
5-0 prolene. Clamp time was 12 min. Later the splenic
vein was re-implanted in a end-to side fashion using a
side clamp. Blood loss was less than 200 mL, with no
transfusion. Hospital stay was 8 days.
Conclusion: Portal vein resection and reconstruction is
been increasingly applied for achieving R0 resection
status and also to improve survival. Splenic vein re-
implantation has shown to reduce the incidence of left
sided portal hypertension. Hepatic artery can be safely
resected and reconstructed in specialised units.
APHPB-0315
ROBOTIC-ASSISTED RESECTIONS OF
POSTERIOR LIVER SEGMENTS
M. Efanov, R. Alikhanov, V. Cvircun, I. Kazakov,
O. Melekhina, A. Vankovich, P. Kim and I. Khatkov
HepatoPancreatoBiliary Surgery, Moscow Clinical
Scientific Center, Moscow, Russia
Objectives: Estimation of the first experience of
robotic-assisted resections of posterior liver segments.
Methods: Ten robotic-assisted resections of posterior
liver segments were performed. Indications included:
alveolar echinococcus of S 6,7 (n1), cystadenoma of S
6,7 (n1), colorectal metastases of S 3,4,5,8 (n1), S 6,7
(n2), hydatid echinococcus of S 2–7 (n2), gemangio-
mas of S 6,7 (n1), of S 2,3,5,8 (n1) and intrahepatic
cholelithiasis (6,7). Size of the lesions consisted: 1–5 cm
(colorectal metastases), 7 cm – alveolar echinococcus,
7 cm – cystadenoma, 5–18 cm – hydatid echinococcus,
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7–10 cm – gemangiomas. Harmonic scissors, monopolar
and bypolar coagulation were used for liver parenchyma
transection. Pringle maneuver was used regulary.
Results: Mean duration of resections was
492  32 min. Mean blood loss during resection of S
6,7 consisted 720  350 mL. Decrease in blood loss
was observed with every next S 6,7 resection. Blood
loss during resection for echinococcosis and colorectal
metastases was 100 mL. Conversion took place in one
patient with gemangioma of 10 cm in S 6,7. Liver
resection was finished through the middle incision of
10 cm in length. Postoperative hospital stay lasted
7–15 days with exception of one patient with biliary fis-
tula after segmentectomy 7 (30 days). In three patients
postoperative fever for 5–10 days was observed. No
other morbidity was observed.
Conclusion: Presented experience of robotic-assisted
posterior segment liver resections is the first one in
Russian Federation. Robotic-assisted liver resections
are longer in duration in comparison with open liver
resections. Improvement of short-term results is
expected in conformity with learning curve.
APHPB-0317
ROBOTIC-ASSISTED RADICAL
RESECTION FOR HILAR
CHOLANGIOCARCINOMA, FIRST
RUSSIAN EXPERIENCE
M. Efanov, R. Alikhanov, V. Cvircun, I. Kazakov,
O. Melekhina, A. Vankovich, P. Kim and I. Khatkov
HepatoPancreatoBiliary Surgery, Moscow Clinical
Scientific Center, Moscow, Russia
Objectives: To estimate the possibilities and short term
result of robotic-assisted radical resection for Klatskin
tumor.
Methods: Video of one case of procedure is presented.
Male, 65. Dx.: hilar cholangiocarcinoma, pT2aNoMo,
II a, Grade 2, Pn1, Bismuth-Corlette type II. Com-
plains of itching. History: itching for over 2 months.
MRI revealed proximal bile duct obstruction typical
for Klatskin tumor. CT and Ultrasonography data:
dilated intrahepatic bile ducts with preserved conflu-
ence. Width of right and left hepatic ducts – 2 cm.
Common hepatic duct replaced by the tumor of
1.5 cm. Right hepatic artery adhered to the tumor. No
any lesions revealed in liver parenchyma were revealed.
Regional lymphadenopathy was presented. Total biliru-
bin – 40 mmol/L (2.3 mg/dL). Procedure 06.03.2014:
robot-assisted left hepatectomy, caudate lobectomy,
extrahepatic bile ducts resection, lymphodissection,
hepaticojejunostomy. There was no tumor vascular
invasion. Hepaticojejunostomy was performed through
the middle incision of 10 cm in length because of short
loop, obesity.
Results: Residual tumor: R0. Blood loss: 300 mL.
Duration of procedure: 16 h. Postoperative hospital
stay: 30 days. Complication: bile leakage, resolved
completely with conservative treatment. No evidence of
tumor recurrence was observed over 5 months.
Conclusion: Robotic-assisted radical resection for hilar
cholangiocarcinoma can be appreciate as feasible and
effective method of laparoscopic radical treatment in
highly selective patients with hilar cholangiocarcinoma.
Estimation of further experience is mandatory.
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APHPB-0331
AUXILIARY PARTIAL ORTHOTOPIC
LIVING RELATED LIVER
TRANSPLANTATION FOR SUB ACUTE
LIVER FAILURE & METABOLIC LIVER
DISEASE
K. Palaniappan, V. Kota, N. Shanmugam,
G. Narashiman, S. Reddy, D. Jothimani, V. Joy,
R. Rajalingam and M. Rela
Institute of Liver Disease & Transplantation, Global
Hospitals Chennai, Chennai, India
Objectives: Auxiliary partial orthotopic liver transplan-
tation (APOLT) was introduced for the management of
ALF in patients fulfilling transplant criteria to allow
for survival with the prospect of native liver regenera-
tion and subsequent withdrawal of immunosuppression.
The surgical technique of APOLT relies on retention of
all or part of the native liver and an auxiliary graft
(using part of or a whole liver) in a heterotopic or
orthotopic position. APOLT has also been indicated in
cases of sub-acute liver failure and also in management
of metabolic liver diseases.
Methods: Of 352 OLT, we have performed seven cases
of APOLT. Two were for propionic acidemia, one for
Citrullinemia, one for Criggler-Najjar Type 1, Three
were for sub-acute liver failure.
Results: Age group varied from 8 months to 38 years.
Male: female ratio was 5:2. The current video will dem-
onstrate APOLT for sub-acute liver failure & for propi-
onic acidemia. Will demonstrate the technical details &
also the technique of portal inflow modulation & tech-
nical advancements like duct to duct reconstruction. At
3 years, partial withdrawal of immunosuppression is
achieved in one patient. One patient had biopsy proven
rejection & there is no mortality in current series. No
patient experienced steal phenomenon.
Conclusion: Here by we propose APOLT should be
considered in patients with non-cirrhotic metabolic liver
diseases & also in selected cases of Acute & Sub acute
liver failure. Portal inflow modulation reduces steal
phenomenon significantly.
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APHPB-0334
A SUCCESSFUL RESECTED CASE OF
HILAR CHOLANGIOCARCINOMA
WITH RIGHT-SIDED ROUND
LIGAMENT
S. Yamada, M. Shimada, S. Imura, Y. Morine,
T. Ikemoto, Y. Arakawa, S. Iwahashi, Y. Saito and
D. Ishikawa
Digestive and Transplant Surgery, The University of
Tokushima, Tokushima, Japan
Objectives: A right-sided round ligament is a rare
congenital anomaly with a reported frequency of
0.2–1.2%, and is defined when the gallbladder is
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located to the left of the round ligament without situs
in versus. We herein report a resected case of hilar cho-
langiocarcinoma with right-sided round ligament.
Methods: A 63-year-old female consulted a local physi-
cian due to icterus. Laboratory findings at admission
were as follows: WBC 7100/lL, AST 56 U/L, T-BIL
1.4 U/L, CEA 1.7 ng/mL, CA19-9903 U/mL, HCV Ab
(), HBs Ag (), ICGR15 21.8%, LHL15 0.935.
MRCP revealed a right-sided hilar cholangiocarcinoma.
MDCT showed that the round ligament existed from
right portal vein. Branching type of portal vein in cases
with right-sided round ligament is generally classified
into trifurcation type and bifurcation type, and this
case had the trifurcation type, in which the first branch
of the portal vein ran to the posterior segment and then
the portal vein formed a trunk of the left and right
anterior portal veins.
Results: Operative procedure: Right lobectomy with
lymphadenectomy and extrahepatic bile duct resection.
Operation time was 510 min, and blood loss was
324 mL. Pathological diagnosis was as follows: Brcsl,
flat invasive type, S0, hinf2, H0, ginf0, panc0, du0, pv2,
a2, n2, T4N2M0, Stage IVb. The patient had an
uneventful postoperative course.
Conclusion: We successfully performed right hepatic
lobectomy of hilar cholangiocarcinoma with a right-
sided round ligament. A precise preoperative identifica-
tion of right-sided round ligament would be important,
because it accompanies several types of abnormal intra-
hepatic vessel ramification.
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APHPB-0336
THE ‘CRITICAL VIEW OF SAFETY’ IN
SINGLE-PORT LAPAROSCOPIC
CHOLECYSTECTOMY: SIMPLE AND
SAFE
S. H. Tsang, T. T. Cheung, K. S. H. Chok, W. C. Dai,
W. K. Yuen, R. T. P. Poon, S. T. Fan and C. M. Lo
Division of Hepatobiliary and Pancreatic Surgery,
Department of Surgery, The University of Hong Kong,
Hong Kong City, Hong Kong
Objectives: The ‘critical view of safety’ (CVS) is advo-
cated to minimize risk of misidentification and resulting
bile duct injury (BDI) during conventional laparoscopic
cholecystectomy (CLC). A recent meta-analysis com-
paring single-port laparoscopic cholecystectomy (SPLC)
with CLC observed a slightly higher incidence of BDI
after SPLC. Although not reaching statistical signifi-
cance, this observation is cause for concern, since few
of the included studies described CVS. This video
demonstrates, step-by-step, the ease and elegance of
attaining CVS in SPLC.
Methods: This patient was a 45-year-old lady who
complained of colicky right upper quadrant pain.
Ultrasound examination of her abdomen confirmed the
presence of stones inside a gallbladder of normal thick-
ness. We performed SPLC according to a standard
technique, which required attainment of CVS.
Results: The fundus of the gallbladder was retracted
upwards and to the left as dissection commenced. Prior
to clipping and dividing any tubular structure around
Calot’s triangle, we clearly satisfied the CVS with three
standard steps. First, fat and fibrous tissue was cleared
from Calot’s triangle. Second, the lowest part of the
gallbladder was separated from the cystic plate. Third,
only two structures were seen entering the gallbladder
where they terminated. The operating time was 55 min
and the patient was discharged home the following
morning. We initially attempted SPLC in 36 patients,
and only two patients (6%) were converted to CLC
due to poor visualisation of CVS. There were no BDI.
Conclusion: Obtaining the critical view of safety is
straightforward in single-port laparoscopic cholecystec-
tomy and should be mandatory.
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APHPB-0353
PURE LAPAROSCOPIC RIGHT
HEMIHEPATECTOMY FOR A PATIENT
WITH HCC FOLLOWING SEQUENTIAL
TRANSCATHETER ARTERIAL
CHEMOEMBOLIZATION AND RIGHT
PORTAL VEIN EMBOLIZATION
K. H. Kim
Surgery, Asan Medical Center University of Ulsan
College of Medicine, Seoul, Korea
Objectives: Laparoscopic major hepatectomy has been
performed in limited numbers and is not widely used
because of safety concerns and the significant technical
challenge. In addtion, the remnant liver volume is a
major concern to do major hepatectomy. The author
introduces the pure laparoscopic right hemihepatecto-
my (LRH) for a patient with HCC following sequential
TACE and RPVE as a video clip.
Methods: Following right PVE, the volume of the left
lobe increases by approximately 10% of TLV over 2–
4 weeks, whereas the volume of the right lobe decreases
by the same amount. Preoperative sequential TACE
and RPVE could increase the rate of hypertrophy,
mainly by decreasing the arterial flow in the embolized
liver, suppression of arterioportal shunts and increasing
parenchymal damage in the embolized liver.
Results: 50-year old female patient with HBV-LC and
HCC underwent pure LRH following TACE 7 weeks
ago and RPVE 4 weeks ago. The operative time was
350 min and the estimated blood loss was less than
300 mL. There was no complication. The patient was
discharged on postoperative 8 days.
Conclusion: Laparoscopic right hemihepatectomy fol-
lowing sequential TACE and RPVE could be perform
safely in a patient with HCC and samll remnant left
liver volume.
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APHPB-0360
LAPAROSCOPIC COMPLETION TOTAL
PANCREATECTOMY IN PATIENT WITH
PREVIOUS LAPAROSCOPIC SPLEEN-
PRESERVING SUBTOTAL
PANCREATECTOMY
S. Lee, C. Kang, H. Hwang and W. Lee
Department of Surgery, Yonsei University College of
Medicine, Seoul, Korea
Objectives: With advance of laparoscopic technique
and experiences, laparoscopic distal pancreatectomy
(LDP) is regarded as a standard approach in treating
benign and borderline malignant tumor of the pan-
creas. Although it is still controversial, laparoscopic
pancreatoduodenectomy (LPD) is also carefully
regarded as safe and feasible in selected patients with
pancreatic head pathology.
Methods: 75-year-old female patient underwent laparo-
scopic splenic vessels-conserving spleen-preserving sub-
total distal pancreatectomy for borderline malignant
IPMN of the pancreas. After 6 years, the patient pres-
ent jaundice and abdominal pain and bile duct cancer
was revealed after evaluations.
Results: Laparoscopic completion total pancreatectomy
was performed and the patient was discharged without
complication.
Conclusion: To the best our knowledge, this report is
thought to be the first showing the technical feasibility
of laparoscopic PD even after previous laparoscopic
subtotal pancreatectomy. In near future, more patients
in this clinical situation would appear, waiting for
potential role of minimally invasive pancreatectomy in
laparoscopic era.
APHPB-0399
LAPAROSCOPIC CAUDATE
LOBECTOMY (SEGMENTECTOMY 1)
O. Itano, M. Shinoda, M. Kitago, Y. Abe, H. Yagi,
T. Hibi and Y. Kitagawa
Department of Surgery, Keio University School of
Medicine, Tokyo, Japan
Objectives: Caudate lobectomy is still technical chal-
lenge even in open surgery because of a hard-to-
approach anatomic location. The objectives of this
study is to evaluate the feasibility and safety of laparo-
scopic caudate lobectomy.
Methods: The patient in the video was a 74 year old
woman who was diagnosed as hepatocellular carcinoma
located in segment 1. Firstly, the mobilization of the
lateral segment and the right lobe was performed, fol-
lowed by the complete mobilization of the caudate lobe
from the IVC. Secondly, all Glisson’s branches to the
paracaval portion and the Spiegel’s lobe are divided,
and then the caudate lobe was completely separated
from the hepatic hilum. Thirdly, liver transection was
performed along landmarks, three main hepatic veins
and hepatic hilum with the reference to the preopera-
tive 3D imaging simulation. After complete resection of
the caudate lobe, the ventral surface of the IVC and
the dorsal surfaces of the RHV, MHV, and hepatic
hilum are exposed completely on the raw surface of the
liver.
Results: A total of three cases underwent laparoscopic
caudate lobectomy. The mean operative time was
587 min and the mean blood loss was 460 mL. Histo-
logical examination of resected specimens revealed
curative status with clear margins in all cases.
Conclusion: We conclude that this operation is feasible
and safe.
APHPB-0412
SINGLE CENTER EXPERIENCE OF 120
SINGLE-PORT LAPAROSCOPIC LIVER
RESECTIONS
Y. You1, E. Y. Kim1, S. H. Lee1, J. S. Lee1, S. K.
Park2, J. H. Han1, G. H. Na1, H. J. Choi3, T. H.
Hong1, Y. C. Yoon2, D. G. Kim1, J. H. Park4, S. K.
Lee5, S. J. Kim5, I. Y. Park3, D. D. Ryeu6, K. W.
Kim7, K. Y. Baek8 and J. W. Park5
1HBP Surgery, The Catholic University Seoul St.
Mary’s Hospital, Seoul, Korea; 2HBP Surgery, The
Catholic University Incheon St. Mary’s Hospital, Seoul,
Korea; 3HBP Surgery, The Catholic University Bucheon
St. Mary’s Hospital, Seoul, Korea; 4HBP Surgery, The
Catholic University St. Paul’s Hospital, Seoul, Korea;
5HBP Surgery, The Catholic University Daejeon St.
Mary’s Hospital, Seoul, Korea; 6HBP Surgery, The
Catholic University St. Vincent’s Hospital, Seoul, Korea;
7HBP Surgery, The Catholic University Uijeonnbu St.
Mary’s Hospital, Seoul, Korea; 8HBP Surgery, The
Catholic University Yeouido St. Mary’s Hospital, Seoul,
Korea
Objectives: Single-port laparoscopic liver surgery has
been performed sporadically. The aim of this study is
to assess our experience with single-port laparoscopic
liver surgery as one of the usual treatment modality for
various kinds of hepatic diseases.
Methods: We retrospectively review the medical records
of 120 patients who performed single-port laparoscopic
liver surgeries between Dec 2008 and Feb 2014 at the
Catholic University Seoul St. Mary’s hospital.
Results: 120 patients underwent single-port laparoscopic
liver surgeries for variety of hepatic lesions. Various
kinds of single-port laparoscopic liver resection were
performed for hepatocellular carcinoma (n = 58), meta-
static liver tumor (n = 25), intrahepatic duct stone dis-
ease (n = 10), cholangiocarcinoma (n = 7) and others
(n = 20). For these patients, partial liver resection was
carried out in 90 cases. 15 were left hepatectomy, 15 were
left lateral sectionectomy, five were right hepatectomy.
Six procedures were converted multiport laparoscopy
due to instruments length limitation (n = 4), perihepatic
adhesion and pneumothorax. 20 cases were converted to
open liver resection. There was no major perioperative
complication in this study.
Conclusion: Single-port laparoscopic liver resection
seems to be a feasible approach for various kinds of
liver diseases.
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APHPB-0417
SINGLE CENTER EXPERIENCE OF 127
SINGLE-PORT LAPAROSCOPY
ASSISTED DONOR RIGHT
HEPATECTOMY IN ADULT LIVING-
DONOR LIVER TRANSPLANTATION
Y. You1, E. Y. Kim1, S. H. Lee1, J. S. Lee1, G. H.
Na1, T. H. Hong1, D. G. Kim1, J. H. Han1, H. J.
Choi2, Y. C. Yoon3 and S. K. Park3
1HBP Surgery, The Catholic University Seoul St.
Mary’s Hospital, Seoul, Korea; 2HBP Surgery, The
Catholic University Bucheon St. Mary’s Hospital, Seoul,
Korea; 3HBP Surgery, The Catholic University Incheon
St. Mary’s Hospital, Seoul, Korea
Objectives: Single-port laparoscopic liver surgery has
been performed sporadically. The aim of this study is
to assess the role of single-port laparoscopy in the
donor right hepatectomy in adult living-donor liver
transplantation.
Methods: We retrospectively review the medical records
of 127 living-donors who performed right hepatectomy
with assistance of single-port laparoscopy between Oct
2009 and Feb 2014 at the Catholic University Seoul St.
Mary’s hospital.
Results: In the 127 living-donors, right liver mobiliza-
tions were carried out with single-port laparoscopic
approach. 5 cm subcostal incision was used to single-
port surgery. After completion of right liver mobiliza-
tion, additional 10 cm subcostal incision was made
(total 15 cm skin incision) and conventional donor
right hepatectomy was performed. There were three
adrenal gland injuries, two right pneumothorax and
one right hepatic vein injury were encountered during
the single-port laparoscopic procedures. All donors
were recovered without major complication.
Conclusion: Single-port laparoscopy assisted donor
right hepatectomy seems to be a safe and feasible
approach in the adult living-donor liver transplanta-
tion.
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APHPB-0423
ONE-STAGED COMBINED
LAPAROSCOPIC AND
THORACOSCOPIC
ECHINOCOCCECTOMY IN PATIENT
WITH SYNCHRONOUS LIVER AND
LUNG ECHINOCOCCOSIS
R. Alikhanov1, O. Pikin2, M. Efanov1, O. Melekhina1,
P. Kim1, V. Subbotin3 and V. Kulakov3
1Hepatopancreatobiliary Surgery, Moscow Clinical
Scientific Center, Moscow, Russia; 2Thoracic Surgery,
Moscow Scientific Oncological Institute n Gercena,
Moscow, Russia; 3Anestesiology and Intensive Therapy,
Moscow Clinical Scientific Center, Moscow, Russia
Objectives: Synchronous occurrence of pulmonary and
hepatic hydatid cysts is an uncommon manifestation of
hydatid disease that is observed in less than 10% of
cases. We report a rare case of combined laparoscopic
and thoracoscopic echinococcetomy in patient with
synchronous liver and lung echinococcosis.
Methods: A 30-years-old woman referred to our clinic
with CT and ultrasound signs of big liver echinococco-
sus cyst (20 cm) in Segments 7–8. Another cyst (9 cm)
localized in Segment 9–10 of the right lung. We per-
formed combined thoracoscopic and laparoscopic echi-
nococcoctomy. Patient was placed in left semiprone
position. During thoracoscopy cyst was punctured, fluid
evacuated, then cyst cavity was filled with hypertonic
solution (25%) with exposition near 20 min. Resection
of Segments 9–10 of lung was performed. Under ultra-
sound liver cyst was was punctured, fluid evacuated,
then cyst cavity was filled with hypertonic solution
(25%) with exposition near 20 min. Then laparoscopic
subtotal liver echinoccocectomy was performed.
Results: After surgery, all post-operatives were
uneventful. Complete resolution of the therapy with no
evidence of recurrence at 1 year follow-up.
Conclusion: We emphasize the need to search for addi-
tional hydatids in patients who present with either pul-
monary or liver hydatids. The simultaneous treatment
of liver and lung may be safely performed with com-
bined thoracoscopic and laparoscopic approach.
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APHPB-0425
REAPPRAISAL OF VASCULAR AND
BILIARY RAMIFICATION IN THE
RIGHT UMBILICAL PORTION –
EXPERIENCE OF THREE
HEPATECTOMY
H. Sakai, K. Okuda, Y. Goto, K. Takagi, Y. Nomura,
T. Shirahama and M. Yasunaga
Department of Surgery, Kurume University School of
Medicine, Kurume, Japan
Objectives: To study vascular and biliary ramification
associated with the right umbilical portion (the right-
sided round ligament).
Methods: We have experienced 11 patients with the
right umbilical portion (RUP). The anatomical varia-
tions of the portal vein, hepatic veins, arteries and bile
ducts were assessed by 3-dimensional images of CT
angiography and CT cholangiography.
Results: A trifurcation type was observed in seven of 11
patients. Three patients were underwent hepatectomy.
The type of hepatectomy consisted of anterior segmen-
tectomy, antero-dorsal segmentectomy and antero-dor-
sal + posterior segmentectomy. The typical umbilical
portion in the left portal vein was absent and the umbili-
cal portion was formed by the right anterior portal vein
in all patients. All branches from the anterior portal vein
distributed right side of the middle hepatic vein. The
anterior portal branches are divided longitudinally into
the antero-ventral portal vein (AVP) and the antero-dor-
sal portal vein (ADP) by the right-sided round ligament
(RSRL). The medial segmental portal branches (P4)
were small and short but were identified bifurcating
from the left portal vein or main portal branch.
Conclusion: Although P4 ramified from RUP in
previous studies, this theory still cause great confusion
understanding of hepatic vasculature in RUP for liver
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surgeons. The essence of this condition is not a portal
venous anomaly, but the right round ligament is just
connecting to the anterior portal branch. Successful
segmentectomy in the RUP can be achieved by com-
plete preoperative evaluation for all of vascular and bil-
iary ramification.
APHPB-0430
LAPAROSCOPIC LEFT HEPATECTOMY
IN PATIENT WITH PRIOR DISTAL
GASTRECTOMY AND RADICAL
LYMPH NODE DISSECTION
Y. Han1, J. Chun1, Y. Hwang1, S. Kim1 and D. Choi2
1Surgery, Kyungpook National University School of
Medicine, Daegu, Korea; 2Surgery, Catholic University
of Daegu School of Medicine, Daegu, Korea
Objectives: A history of intra-abdominal surgery has
been considered a relative contraindication for laparo-
scopic surgery, especially in major liver resections,
because of an increased risk of conversion to open sur-
gery, intra-abdominal complications, and a longer
operative time.
Methods: We performed a laparoscopic left hepatec-
tomy in 48 year old man with history of prior gastrec-
tomy. At May 2012, he received the open distal
gastrectomy and Billroth I anastomosis because of
advanced gastric carcinoma. The complete D2 dissec-
tion was combined and right & left gastric artery was
ligated at the origin from the hepatic artery and celiac
artery.
Results: At September 2013, 4.4 ? sized round mass in
S4b of liver was detected from regular follow-up CT
imaging. In laparoscopic exploration, severe adhesion
was confirmed around the left hemi-liver. Laparoscopic
left hepatectomy was performed after the meticulous
dissection. The operation time was 240 min. The post-
operative course was uneventful and he discharged at
5 days after surgery.
Conclusion: Conclusively, severe fibrotic adhesion and
anatomical deviation due to aggressive radical gastrec-
tomy is, to a certain extent, beyond our control. Hence,
periporal dissection should pay special attention to
avoid the injury of portal vein or hepatic artery. Also,
whether the periportal dissection was performed during
prior surgery, or not and whether or not major hepa-
tectomy with inflow control is necessary, may be the
most significant factors in the successful of laparoscopic
major hepatectomy.
APHPB-0432
LAPAROSCOPIC SPLEEN AND
PYLORUS PRESERVING TOTAL
PANCREATICODUODENECTOMY IN
METASTATIC RENAL CELL
CARCINOMA
J. Lee and C. Kang
Surgery, Yonsei University College of Medicine, Seoul,
Korea
Objectives: Laparoscopic pancreas surgery has been
practiced with development of the surgical technique
and the laparoscopic instrument. In this study, we
report a case of metastatic renal cell carcinoma (RCC)
in the pancreas which was treated by laparoscopic
spleen and pylorus preserving total pancreaticoduoden-
ectomy.
Methods: 66 year-old female patient was diagnosed by
multiple neuroendocrine tumor or metastatic renal cell
carcinoma in the body and tail of pancreas. She under-
went right nephrectomy with renal cell carcinoma in
1994 and after there was no any recurrence from 1994
to 2012. But later at her routine health checkup,
1.3 cm tumor was found in the pancreas body. And
laparoscopic pylorus- and spleen-preserving total
pancreaticoduodenectomy (LPpSpTPD) with segmental
resection of both splenic vessels was conducted in Feb-
ruary 19, 2014. The technique was based on the
concepts of two surgical procedures: pylorus-preserving
pancreaticoduodenectomy and distal pancreatectomy
with segmental resection of splenic vessels (‘extended’
Warshaw’s procedure).
Results: The total operation time was 593 min and esti-
mated blood loss was 550 mL but there was no trans-
fusion. And latent hospital stay was 14 days with mild
postoperative ileus and minimal hematoma around the
operation bed without active bleeding in the CT. Path-
ological report was metastatic renal cell carcinoma.
And resection margin was free from tumor and there
was no metastatic lymph node (0/4).
Conclusion: LPpSpTPD is feasible and safe, even if
case with metastatic renal cell carcinoma. LPpSpTPD
procedure could be applied to metastatic cancer to
pancreas.
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APHPB-0443
SURGICAL MANAGEMENT OF
CHRONIC CALCIFIC PANCREATITIS
WITH SINISTRIAL PORTAL
HYPERTENSION . . . COMBINED FREY’S
PROCEDURE WITH SPLENECTOMY
R. Vellaisamy, A. Anbalagan, B. Duraisamy, P. Raju,
C. Servarayan Murugesan and K. Devygounder
Institute of Surgical Gastroenterology, Madras Medical
College Rajiv Gandhi Govt General Hospital, Chennai,
India
Objectives: Left sided or sinistrial portal hypertension
is one of the vascular complications in chronic calcific
pancreatitis patients. Combined Frey’s procedure with
splenectomy can be done in specialist pancreatic centers
without increasing morbidity and mortality.
Methods: 42 year old alcoholic male admitted in
March 2011 with abdominal pain radiating to back for
1 year duration. On evaluation he had inflammatory
mass in tail of pancreas with calcification in head and
body of pancreas which was managed conservatively.
In May 2011 he was again admitted with severe
abdominal pain. On evaluation he had pseudocyst in
tail with pleural effusion which was conservatively
managed. In Feburary 2012 he was again admitted with
vomiting and severe abdominal pain. On evaluation the
imaging showed pseudocyst in tail,splenomegaly,splenic
hilar,hepatic hilar,perigastric and spenorenal collaterals.
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UGI scopy revealed portal hypertensive gastropathy.
He was treated with Frey procedure with Splenectomy.
Blood loss was 800 mL in the 4 h surgery.
Results: There was no increased morbidity in this
patient with the pain score 1. Patient was discharged
on pod 10. During the followup for 30 months, his
abdominal pain has reduced drastically and he is able
to attend his regular work.
Conclusion: Concomitant Splenectomy should be
strongly considered in patients undergoing operative
treatment of symptomatic chronic pancreatitis with
sinistral portal hypertension. Adding splenectomy to
the pancreatic procedure did not increase morbidity or
mortality.
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APHPB-0463
CURATIVE RESECTION OF
CONVENTIONALLY INOPERABLE
TYPE 4 HILAR
CHOLANGIOCARCINOMA THROUGH
SEPARATE RECONSTRUCTION OF
TWO SUBSEGMENTAL 6 AND 7
HEPATIC ARTERIES
D. Moon, G. C. Park, S. G. Lee, B. H. Jung, J. M.
NamKoong, S. H. Kang, K. H. Kim, C. S. Ahn, T. Y.
Ha and D. H. Jung
Hepatobiliary Surgery and Liver Transplantation, Asan
Medical Center University of Ulsan College of Medicine,
Seoul, Korea
Objectives: Type 4 hilar cholangiocarcinoma needs left
or right trisectionectony to achieve R0 resection. When
combined with vascular invasion at contralateral side,
especially in the presence of hepatic artery invasion,
operation is more difficult or even inoperable. How-
ever, accumulated knowledges from LDLT enable us to
perform R0 resection for conventionally inoperable
type 4 hilar cholargiocarcinoma.
Methods: The 56 years male with type 4 hilar cholan-
giocarcinoma was referred to us for operative evalua-
tion. The tumor extended into right hepatic artery
including anterior and posterior branches, and umbili-
cal portion of left portal vein. Although necessity of
two hepatic arteries reconstruction at the subsegmental
level was major obstacle for left trisectionectomy with
bile duct resection, we thought left artery including
subsegmental branches and right gastroepiploic artery
could be possible arterial inflows. Left hepatic artery
including subsegmental 2 and 3 hepatic arteries. Right
hepatic artery except subsegmental 6 hepatic artery
only could not be isolated at the right side due to
tumor invasion. Subsegmental 7 hepatic artery could be
isolated only after division of liver parenchyma and
right posterior bile duct. Two hepatic arteries of rem-
nant right posterior section were successfully recon-
structed using subsegmental branches of left hepatic
artery under microscope.
Results: Total operation time was 930 min and two
units packed RBC was transfused. Patient was dis-
charged without complication on postoperative 18th
days. He is doing well without recurrence on postoper-
ative 18 months.
Conclusion: Despite conventionally inoperable hilar
cholangiocarcinoma, successful R0 resection might be
possible when currently accumulated surgical tech-
niques through living donor liver transplantation was
applied.
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APHPB-0467
SUCEESSFUL TREATMENT OF
PANCREATIC PSEUDOCYST WITH EUS
GUIDED INSERTION OF SELF
EXPANDABLE COVERED METAL
STENT
T. P. Fung1, K. N. Kung2, T. Lau3, S. W. Wong3,
T. L. Tam3 and S. H. Lam3
1Surgery, United Christian Hospital, Kowlooon, Hong
Kong; 2Medicine, United Christian Hospital, Hong Kong
City, Hong Kong; 3Surgery, United Christian Hospital,
Hong Kong City, Hong Kong
Objectives: Conventional pseudocyst treatment
required open cystojejunostomy or percutaneous drain-
age and necrosectomy. With the introduction of self-
expandable metal stent (NagiStent), the treatment is
simpler.
We demonstrate two cases in using EUS guided inser-
tion of Nagi stent for treatment of pseudocyst.
Methods: Since 2013, there were two consecutive cases
of pancreatic pseudocysts after severe pancreatitis. The
first case was a 31 years old woman with severe biliary
pancreatitis in 16/12/2013. Initial CT showed pancreatic
necrosis and follow up scan showed pseudocyst forma-
tion measured 8 9 5 cm. In 20/2, self-expandable metal
stent was inserted under EUS guidance. Two-experi-
enced endoscopist performed the procedure. With EUS,
the pseudocyst was punctured with 19G access needle.
A cystotome (100 J cutting current) with 10 Fr outer
catheter was pushed into the cyst cavity under Xray
guidance. Afterwards, a 10.5 Fr 16 9 30 mm self-
expandable metal stent was inserted. The stent was
successfully deployed. The second case was a 38 years
old man suffered from repeated attack of biliary pan-
creatitis with pseudocyst formation measured
7.3 9 9.2 cm. EUS guided drainage procedure with
Nagi stent was done on 19/6/2014. There was no imme-
diate complication. Both cases recovered well and fol-
low up CT scans 4 weeks afterward showed complete
resolution of the pseudocyst. Both stents were removed
afterward.
Results: We successfully treated two cases of pancreatic
pseudocyst with EUS guided Nagi stent insertion with
minimal morbidity and no mortality.
Conclusion: Nagi stent is a safe minimally invasive
method for drainage of pancreatic pseudocyst. More
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cases have to be collected to prove its overall safety
and efficacy.
APHPB-0487
LAPAROSCOPIC SPLEEN PRESERVING
DISTAL PANCREATECTOMY – THE
WARSHAW’S TECHNIQUE
S. Raveendran and B. Senadhipan
Department of Surgical Gastroenterology, Trivandrum
Institute of Digestive Diseases and Minimal Access
Surgery, Thiruvananthapuram, India
Objectives: Laparoscopic distal pancreatectomy has
increasingly been recognized as a standard procedure
for benign and cystic lesions of pancreatic body and
tail. In order to avoid complications associated with
concomitant splenectomy, this procedure is often per-
formed with spleen preservation. The spleen preserva-
tion can be done in two ways; with or without ligation
of the splenic vessels. The short-term benefits associated
with the preservation of the splenic vessels lead to an
increased preference for this technique during lap distal
pancreatectomy. But in selected cases with doubtful
infiltration of vessels or when splenic vessels are acci-
dentally torn during the procedure, splenic preservation
can still be attempted with splenic vessel ligation.
(Warshaw technique).
Methods: The patient is a 22-year-old female with a
cystic lesion tail of the pancreas with doubtful infiltra-
tion to splenic vein.
Results: Laparoscopic spleen preserving distal pancrea-
tectomy was done with ligation, division and excision
of splenic vessels along with the tumor. Splenic preser-
vation was achieved by carefully preserving short gas-
tric vessels and the splenocolic ligament, to ensure
blood supply to the spleen.
Conclusion: This video demonstrates the technique of
laparoscopic distal pancreatectomy with spleen preser-
vation after the division of splenic vessels.
APHPB-0491
LAPAROSCOPIC SPLEEN PRESERVING
DISTAL PANCREATECTOMY WITH
PRESERVATION OF SPLENIC VESSELS
S. Raveendran and B. Senadhipan
Department of Surgical Gastroenterology, Trivandrum
Institute of Digestive Diseases and Minimal Access
Surgery, Thiruvananthapuram, India
Objectives: Laparoscopic distal pancreatectomy is
accepted as a standard procedure for benign and cystic
lesions of pancreatic body and tail. With the advances
in laparoscopic skills and technical equipments, spleen
preservation during distal pancreatectomy has been
proposed as a means to reduce the risk of postsplenec-
tomy sepsis, haematologic and immunologic disorders.
The spleen preservation can be done in two ways; with
or without ligation of the splenic vessels. Even though
technically more difficult, the short-term benefits associ-
ated with the preservation of the splenic vessels lead to
an increased preference for this technique during spleen
preserving lap distal pancreatectomy.
Methods: The patient is a 34-year-old female with a
cystic lesion tail of the pancreas.
Results: Lap spleen preserving distal pancreatectomy
was done after carefully preserving the splenic artery
and vein.
Conclusion: This video is a demonstration of the tech-
nique of laparoscopic spleen preserving distal pancrea-
tectomy with splenic vessel preservation.
APHPB-0515
LAPAROSCOPIC BILIO-ENTERIC
ANASTOMOSIS FOR BENIGN BILIARY
STRICTURES – THE INITIAL
EXPERIENCE
B. Senadhipan and S. Raveendran
Department of Surgical Gastroenterology, Trivandrum
Institute of Digestive Diseases and Minimal Access
Surgery, Thiruvananthapuram, India
Objectives: Biliary strictures are rare but recognised
complication of laparoscopic cholecystectomy. These
are usually managed by open surgery; thereby negating
the benefits of initial laparoscopy. The laparoscopic
approach for biliary bypass surgery is a potential but a
less explored management option.
Methods: A 48-year-old female was referred to us with
features suggestive of obstructive jaundice. She was sta-
tus post hepatico-jejunostomy (HJ) for biliary stricture
caused by lap cholecystectomy. She underwent both the
procedures at an interval of a stormy 4 month period
from the same centre about 2 years back. On evalua-
tion she was found to have a stricture at HJ anasto-
motic site with gross dilatation of intra hepatic biliary
radicles and early biliary cirrhosis.
Results: After adequate work-up and optimisation she
was taken up for surgery. Camera port was inserted at
the umbilicus. Two other working ports were planned
in right hypochondrium and epigastrium observing the
triangulation principle. An additional port was inserted
at right hypochondrium for retraction. Initially the
adhesions were taken down and HJ site was visualised.
The HJ was dismantled and both the ends were fresh-
ened. A fresh bilio-enteric anastomosis was created at
the confluence of right and left hepatic ducts with a cut
extending to left hepatic duct creating a wider anasto-
mosis with the same roux loop of jejunum.
Conclusion: Many of the complications of lap cholecys-
tectomy can be managed laparoscopically itself, if suffi-
cient expertise is available, in selected patients.
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APHPB-0516
LAPAROSCOPIC WHIPPLES
RESECTION
B. Senadhipan and S. Raveendran
Department of Surgical Gastroenterology, Trivandrum
Institute of Digestive Diseases and Minimal Access
Surgery, Thiruvananthapuram, India
Objectives: Laparoscopic pancreaticodudenectomy is
considered as one of the most advanced and difficult pro-
cedure in laparoscopic surgery. However with new
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advances in technology and instrumentation the
procedure is increasingly being done with comparable
results to open pancreaticodudenectomy.
Methods: A 24 year-old female patient was referred to
us with the diagnosis of a neuro-endocrine tumor of
2.5 cm confined to the head of pancreas. After ade-
quate work-up the patient was taken up for laparo-
scopic whipples resection.
Results: Laparoscopic pancreaticodudenectomy was
done successfully using standard described ports.
Conclusion: This video demonstrates the method of
laparoscopic whipples resection.
APHPB-0529
NOVEL APPROACH FOR SAFE AND
RELIABLE LAPAROSCOPIC
PANCREATICODUODENECTOMY
Y. Nagakawa, Y. Hosokawa, Y. Sahara, C. Takishita,
A. Nakajima, K. Kasahara, K. Kasuya and
A. Tsuchida
Department of Gastrointestinal and Pediatric Surgery,
Tokyo Medical University, Tokyo, Japan
Objectives: Laparoscopic pancreaticoduodenectomy
(LPD) has been expected as minimally invasive surgery.
However, LPD is still a challenging operation because
of the difficulties. Therefore, it is necessary to establish
the optimal approach to reduce the difficulties. We
show our surgical techniques to perform LPD with the
safety and reliability.
Methods: Procedure was performed under para-axial
setting or co-axial setting approach each surgical site.
Organ retractor was used to secure a wide operative
field during dissecting around the hepatoduodenal liga-
ment and the superior border of the pancreas. The dis-
section around the superior mesenteric artery (SMA) is
one of difficult surgical site under laparoscopic
approach. To safety perform it, we applied new
approach ‘Uncinate first approach’, which braches of
the IPDA was first divided without dissection of
extrapanreatic nerve plexus. We also created a novel
retraction method ‘V-alpha method’ using the Penrose
to secure operative field during dissecting around SMA.
Results: Thirty-four patients underwent LPD in our
department between November 2011 and September
2014. In 23 patients with extrahepatic cholangiocarci-
noma and periampullary carcinoma, D2 lymph node
dissection was performed. Median operative time was
529 (374–646) min and median blood loss was 250
(5–1352) mL. Pancreatic fistula occurred in 2 (5.9%)
patients. R0 reaction was achieved in 94.4% for malig-
nant tumor.
Conclusion: Our laparoscopic procedure allows us
safety and precise LPD under wide operative field.
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APHPB-0539
SINGLE INCISION LAPAROSCOPIC
LATERAL SECTIONECTOMY OF THE
LIVER FOR A LARGE, SIMPLE
HEPATIC CYST
H. Oh and A. W. C. Kow
Surgery, National University Health System, Singapore
City, Singapore
Objectives: Single incision laparoscopic surgery has
been gaining popularity in the recent years. We
describe a case of single incision lateral sectionectomy
of the liver for a large simple hepatic cyst.
Methods: A 61-year-old lady presented with early sati-
ety with occasional bloating and was found to have an
epigastric mass on clinical examination. CT showed a
large, partially exophytic hepatic cyst measuring
11.0 9 7.8 9 11.5 cm in segments 2/3 with a thin rim
of surrounding hepatic parenchyma. She was then
counseled for single incision laparoscopic fenestration
of hepatic cyst with possible lateral sectionectomy.
Results: A 2 cm trans-umbilical incision was made with
the single port fashioned using a sterile glove with four
5 mm working ports and one 10 mm Hasson’s port
over a small Alexis wound protector through the umbi-
licus. A large 10 cm simple liver cyst in segments 2/3 of
the liver with chocolate-coloured contents was noted
with a thin rim of surrounding liver parenchyma. The
cyst was punctured, aspirated and decompressed. The
left lateral segment was then mobilized using a combi-
nation of diathermy and Ligasure energy device. The
Ligasure was then used to thin out the liver paren-
chyma before a laparoscopic Echelon stapler was
applied to divide the lateral section. The specimen was
retrieved via the umbilical incision. The patient was dis-
charged well on post-operative day 1. Histology
showed a simple biliary-type cyst. The patient was
reviewed 2 weeks after surgery with acceptable cosmesis
at the umbilicus.
Conclusion: Single incision laparoscopic liver resection
appears to be a feasible option for liver resections with
promising cosmetic outcome.
APHPB-0544
LAPAROSCOPIC EXCISION OF
CHOLEDOCHAL CYST IN ADULTS: A
VIDEO
H. Nag and H. Shah
G I Surgery, G B Pant Hospital, Delhi, India
Objectives: To present our brief experience and a video
of laparoscopic excision of choledochal cyst (CDC) in
adult patients.
Methods: We performed laparoscopic excision of CDC
in five adult female patients from April 2013 to April
2014, and hereby presenting our experience and a video
of the procedure.
Results: Median (range) age, operation time, blood loss
and hospital stay were 43 (38–60) years, 5.5 (3–6) h, 80
(20–150) mL and 6 (5–9) days respectively. First three
(60%) patients in the series required conversion to open
method due to difficulty in performing bilio-enteric
© 2015 Authors
HPB 2015, 17 (Suppl. S2), 267–287 HPB © 2015 Americas Hepato-Pancreato-Biliary Association
Video Abstracts 283
anastomosis with persistent effort we could improve
our technical skill to complete last two patients (40%)
by total laparoscopic method. No patient developed
any major complication, and all are doing fine during a
median follow up of 7 months (range: 4–16).
Conclusion: Laparoscopic excision of choledochal cyst
is a technically demanding procedure and is associated
with a high rate of conversion.
Malignant HPB Diseases
APHPB-0588
TOTAL MESOPANCREAS EXCISION
(TMPE) BY USING DUAL HANGING
MANEUVER FOR PERIAMPULLARY
TUMOR
F. Suzuki1, S. Fujioka1, N. Funamizu1, T. Okamoto1
and K. Yanaga2
1Surgery, Jikei Daisan Hospital, Tokyo, Japan;
2Surgery, Jikei University School of Medicine, Tokyo,
Japan
Objectives: Pancreatic cancer is associated with poor
prognosis, even after potentially curative resection. This
may be due to recurrence to the retropancreatic tissues
as well as local spread along the peripancreatic neural
plexus (PNP). In order to carry out oncological R0
resection during pancreaticoduodenectomy (PD) for
periampullary cancer, a concept so called ‘mesopancre-
as’ has recently been proposed. Involvement of PNP
among the mesopancreas were of interest to us in
accomplishing total mesopancreas excision (TMPE).
Methods: We developed a surgical technique by using
two system of taping including PNP and superiormes-
enteric artery (SMA). By hanging these tapes to the
opposite direction, SMA rotates counterclockwise,
which facilitates accomplishment of TMPE. Using ‘dual
hanging’ technique, 15 patients with periampullary can-
cer underwent PD.
Results: All patients were accomplished R0 resection.
Conclusion: The results suggest that this surgical tech-
nique improves local clearance of mesopancreas during
PD for periampullary cancer.
Benign HPB Diseases
APHPB-0589
LAPAROSCOPIC CHOLECYSTECTOMY
FOR LEFT-SIDED GALLBLADDER
B. Kim, S. Joo, S. Cho and Y. Chung
Surgery, Kyung Hee University Hospital at Gangdong,
Seoul, Korea
Objectives: Left-sided gallbladder without situs in ver-
sus viscerum is rare.
Methods: We report here a 53-year-old male patient
referred to our hospital for evaluation of mass-like
lesion of gallbladder fundus. Abdominal computed
tomography scan showed focal enhancing wall thicken-
ing in gallbladder fundus and tiny stone. We suspected
left sided gallbladder which is located on the lateral
side of falsiform liganment. Endoscopic ultrasonogra-
phy showed gallbladder stones with chronic cholecysti-
tis and adenomymatosis. We performed magnetic
resonance imaging to identify biliary anatomy.
Magnetic resonance imaging also showed focal wall
thickening with suspicious pearl necklace sign at gall-
bladder fundus and no abnormal findings at biliary tree
and pancreatic duct. Endoscopic ultrasonography
showed multiple gallbladder stones with chronic chole-
cystitis and adenomyomatosis.
Results: The patient underwent a laparoscopic chole-
cystectomy with a port site modification and careful
dissection. We found a left-sided gallbladder located on
the left of the round ligament.
Pathologic finding showed adenomyoma with chronic
cholecystitis in gallbladder.
The patient was discharged on the second postoperative
day without complication.
Laparoscopic surgeon should be careful during dissec-
tion of Calot’s triangle.
Conclusion: We report here a case of the left-sided gall-
bladder in a 53 year-old male patient.
APHPB-0591
PARENCHYMA PRESERVING EXTRA
CAPSULAR RESECTION OF GIANT
LIVER HAEMANGIOMA (SEGMENT
IV–VIII) WITH SPARING OF THE
MIDDLE HEPATIC VEIN
M. Goel, M. Bhandare, S. Patkar and S. Shrikhande
GI & HPB Service Department of Surgical Oncology,
Tata Memorial Hospital, Mumbai, India
Objectives: To demonstrate video presentation of an
extra capsular resection of Giant Liver Haemangioma.
Methods: We present a case of a 40 year lady, with no
comorbidities, who was symptomatic for dull acing
pain and heaviness in the abdomen. Triphasic CT Scan
detected giant haemangioma of the Right lobe of liver,
involving segment IV/V/VI/VII and VIII extending to
segment II. We performed an extracapsular excision of
the haemangioma with excision of the segment II
component, preserving middle hepatic vein.
Results: Procedure was uneventful.
There were no postoperative complications.
Patient was discharged on POD 5.
Conclusion: Extra capsular excision of giant haemangi-
oma preserves liver parenchyma resulting in low
morbidity and early recovery.
Malignant HPB Diseases
APHPB-0595
VIDEO PRESENTATION:
LAPAROSCOPIC WHIPPLE
PROCEDURE
H. Liu, C. W. T. Huey and W. Woon
Hepatobiliary and Pancreatic Surgical Unit, Department
of General Surgery, Tan Tock Seng Hospital, Singapore
City, Singapore
Objectives: Whipple procedure is considered one of the
most complex surgical procedures; with the advent and
progress of laparoscopic surgery, we are pushing our
boundaries to do progressively complex resections and
anastomoses. Laparoscopic Whipple procedure has
been described in several centres around the world.
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Here we describe a case of laparoscopic Whipple
procedure performed at our centre.
Methods: A 44-year old lady presented with abnormal
liver function test and further evaluation confirmed an
ampullary tumour. She underwent pre-operative
endoscopic retrograde cholangio-pancreaticography
with biliary stenting and biopsy, which revealed an
ampullary tumor with at least high grade dysplasia.
Staging scans did not show any metastasis and patient
underwent laparoscopic Whipple procedure. Dissection
and resection were performed laparoscopically with
diathermy, advanced energy device and staplers.
Reconstruction of hepatico-jejunostomy and gastro-
jejunostomy were performed intra-corporally. Pancreatico-
jejunostomy was performed via a small upper midline
incision, through which the specimen was also
extracted.
Results: Laparoscopic time was 12 h with estimated
blood loss of 500 mL. Patient was discharged well on
post-operative day 8. Histology revealed a pT3N0 mod-
erately differentiated ampullary adenocarcinoma with
clear margins. The patient has been followed up so far
for 12 months with no complications or recurrence.
Conclusion: Laparoscopic Whipple is feasible and safe
in selected patients. Overcoming the learning curve may
reduce operative time and improve outcome.
Benign HPB Diseases
APHPB-0638
LAPAROSCOPIC FREY PROCEDURE
FOR CHRONIC PANCREATITIS:
REPORT OF TECHNIQUE
D. Kilburn, A. Chiow, F. Jason and N. O’Rourke
General Surgery, Royal Brisbane and Women’s Hospital,
Brisbane, Qld, Australia
Objectives: We report the 1st case of laparoscopic Frey
procedure in Australia.
Methods: A 34-year old gentleman with a long history
of chronic pancreatitis presented for consideration of
Frey procedure. He had a background of previous lap-
aroscopic cholecystectomy for gallstones, pancreatic
exocrine insufficiency and recurrent acute on chronic
pancreatitis with previous pseudocyst formation. There
was no history of diabetes mellitus. CT pancreas
revealed an atrophic pancreas with grossly dilated pan-
creatic duct (10 mm) with multiple strictures at the
pancreatic head and neck region without concomitant
biliary stricture.
Results: The patient was positioned supine under GA.
We used a 5-port technique with epigastric insertion of
Nathanson retractor. Lesser sac was entered with full
exposure of the anterior surface of the pancreas. The
gastroduodenal artery was not looked for. Stomach
was retracted superiorly with Nathanson retractor.
Laparoscopic ultrasound was used to identify pancre-
atic duct and marked with diathermy. Roux-en-Y loop
of jejunum was created. Initial identification of pancre-
atic duct was difficult despite U/S guided marking.
Pancreatic duct was entered and exposed with hook
diathermy. Coring of pancreatic head was performed
taking care not to extend posteriorly below level of
pancreatic duct. Kocher’s manoeuvre was not per-
formed. A single layer continuous anastomosis of the
Roux loop to the pancreatic duct and head was
performed with PDS 3/0. No drain was inserted. Oper-
ative time was 3.5 h with blood loss of 100 mL. Patient
recovered well and was discharged day five post proce-
dure.
Conclusion: In experienced hands, laparoscopic Frey
procedure offer benefits of minimal access surgery with
low morbidity.
Malignant HPB Diseases
APHPB-0656
LAPAROSCOPIC-ASSISTED PYLORUS
PRESERVING
PANCREATICODUODENECTOMY
A. deSouza, M. Bhandare, M. Goel and
S. V. Shrikhande
GI & HPB Service Department of Surgical Oncology,
Tata Memorial Hospital, Mumbai, India
Objectives: To present a stepwise approach to Laparo-
scopic-assisted Pylorus Preserving Pancreaticoduoden-
ectomy for periampullary carcinoma.
Methods: We present a case of a 30 year old gentle-
man, with no comorbidities who presented with
obstructive jaundice. CT Scan of the abdomen revealed
a dilated pancreatic and bile duct with a 4.2 9 3.2 cm
polypoidal ampullary mass which was poorly differenti-
ated adenocarcinoma on biopsy. On initial evaluation,
bilirubin was 2.68 mg/dL, CA19-9 was 1099.54 and
there was no evidence of distant metastasis. Our tech-
nique of laparoscopic-assisted Pylorus Preserving Pan-
creaticoduodenectomy involves a laparoscopic resection
of the surgical specimen followed by a midline vertical
minilaparotomy for specimen extraction and anastomo-
ses.
Results: The procedure was performed in 390 min with
a blood loss of 200 mL and no intraoperative or post-
operative complications.
Conclusion: Pancreaticoduodenectomy remains one of
the most advanced laparoscopic procedures requiring a
high degree of collaboration between the members of
the surgical team. The procedure can be safely and
effectively performed in a selected group of patients at
a high volume centre. A stepwise approach which
divides the procedure into sub-parts significantly
improves co-ordination within the surgical team.
Benign HPB Diseases
APHPB-0665
LAPAROSCOPIC LEFT LATERAL
SECTIONECTOMY EXTENDED BY IVB
SEGMENT ON 74-YEAR OLD WOMEN
WITH JUVENILE LIVER
HEMANGIOMA
N. Belev, P. Rusev, N. Shopov, B. Atanasov,
I. Patleshcov and G. Djarov
Surgical Department, MPHAT-Eurohospital, Plovdiv,
Bulgaria
Objectives: Infantile hemangioendothelioma (hemangi-
oma) of the liver is a rare benign tumor. The most
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often diagnosed in the age of 6 months. He is third in
frequency among liver tumors in childhood (12%), but
the most common overt symptoms. Most tumors were
grown to the end of the first year and then regress
spontaneously, possibly due to thrombosis.
Methods: Infantile hemangioendothelioma in adults is
extremely rare tumor, as previously reported in the lit-
erature only three cases.
Results: Here we present the case of a vascular tumor
morphology corresponding to infantile hemangioendo-
thelioma in 76 year old woman. A tumor of the liver –
covering the left lobe hemangioma, hemangioma foot
coming from IVB segment and a small segment VII.
There is established weight loss, anemia, throm-
bocytopenia or bleeding disorders. Without cardiac
symptoms.
Conclusion: Laparoscopic liver resection is method of
choice for surgically treatment of benign liver tumors.
Performed procedure – laparoscopic left lobectomy
extended by segment IVb. Histological results – Infan-
tile hemangioma of the liver.
APHPB-0669
LAPAROSCOPIC COMMON BILE DUCT
EXPLORATION FOR
CHOLEDOCHOLITHIASIS IN THE
CASES OF GASTRECTOMY WITH
GASTROJEJUNOSTOMY
N. Kurauchi1, M. Sunahara2, Y. Tsunetoshi2,
T. Sawano2, H. Kasajima2, Y. Hara2, S. Suzuki2,
S. Toyama2 and J. Kimura2
1Surgery, Tomakomai Nisshou Hospital, Tomakomai,
Japan; 2Gastroenterological Surgery, Hakodate
Municipal Hospital, Hakodate, Japan
Objectives: In the case of the Roux en-Y or the Bill-
roth II reconstruction after the gastrectomy, the endo-
scopic treatment for common bile duct stones via the
duodenal papilla becomes often unsuccessful. As for
such the cases, surgical treatment was unavoidable, and
an open surgery had been chosen before. Nowadays
the laparoscopic surgery should be selected and com-
pleted safely. We evaluated our short-term result of
laparoscopic choledocholithotomy in postgastrectomy
cases.
Methods: Between January 2005 and August 2014, we
performed laparoscopic CBDE in eleven cases out of
13 choledocholithiasis with the previous gastrectomy
and the reconstruction of gastrojejunostomy. Their
result was discussed.
Results: The number of the case increased year after
year; as follows, one case in 2005 and 2007, two in
2009, one in 2012, five in 2013, and three till August
2014. In two cases, open surgery were selected because
of the operator’s discretion. Eleven cases of Lap CBDE
were evaluated as follows. The Roux en-Y reconstruc-
tion was previously performed in six cases and the Bill-
roth II reconstruction in 5. There was no case of
conversion to open surgery. The median operative time
was 198 (133–236) min, the median blood loss was 15
(10–450) gr, and the median postoperative hospital stay
was 5 (3–12) days. Major complication as Clavien–Din-
do classification III-V was not recognized. The stone
recurrence occurred in one case.
Conclusion: Laparoscopic CBDE for choledocholithia-
sis could be feasible in the cases of the Roux en-Y or
the Billroth II reconstruction after the gastrectomy in
which endoscopic treatment is difficult and surgical
treatment is unavoidable.
APHPB-0673
ATYPICAL LAPAROSCOPIC LIVER
RESECTION WITH DIRECT
TRANSPARENCHIMAL APPROCH FOR
HEPATO/CHOLANGIOCELLULAR
CARCINOMA IN LIVER CIRRHOSIS
A. Slim1, M. Casati1, R. Caterini1, A. Gagliano2,
A. Scaini1 and A. Fontana1
1General Surgery, AO Desio e Vimercate, Vimercate,
Italy; 2General Surgery, IRCCS San Raffaele Hospital,
Milano, Italy
Objectives: The use of regulated tailored laparoscopic
resection has allowed to extend ‘resectable’ indications
in cirrhotic patients with CTP A/B, MELD and portal
Hypertension moderate grade with diagnosis of HCC
with minimal impact on liver function and this contrib-
ute to expand ‘curative’ indication (BCLC criteria).
Methods: We present the case of a 83 years old woman
with diagnosis of exophytic nodule of 10 cm diameter
on S3 suspicion for primitive malignant in HCV related
cirrhosis, came to our attention for acute epigastric
pain and mild anemia. She perfomed CT and MRI
confirmed single nodule with differential diagnosis from
primitive malignant or METS. Patient has performed
gastric endoscopy and colonoscopy negative for lesion;
then she’s subjected to atypical laparoscopic liver resec-
tion with transparenchimal approach without calmping.
Intraoeprative was confirmed the nodule ropture with
lesser omentun plugging.
Results: The postoperative course was uneventful and
patient was discharged in V POD. EI: hepato carci-
noma and moderately differentiated cholangiocarcino-
ma.
Conclusion: The possibility to perfom controlled and
regulated transparenchimal resection with anterior
approach with limited mobilization, extended surgical
indication to borderline resectable cirrhotic patients,
decreasing the morbidity and mortality and the impact
on liver function.
APHPB-0674
HUGE COMPLICATED BILIARY
CYSTOADENOMA: LAPAROSCOPIC
ANTERIOR LEFT LOBECTOMY
A. Slim1, R. Caterini1, M. Casati1, A. Gagliano2,
A. Casali1 and M. G. Piacentini1
1General Surgery, AO Desio e Vimercate, Vimercate,
Italy; 2General Surgery, IRCCS San Raffaele Hospital,
Milano, Italy
Objectives: The biliary cystoadenoma is always a topic of
discussion for surgical approach and preoperative diagno-
sis. Laparoscopy has therefore further investigation in
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case of suspicion, with the possibility of directly resec-
tion versus the simple fenestration.
Methods: We present the case of a 79 years old woman
came to our observation with emergency department
access for abdominal pain and dyspepsia with palpable
mass in epymesogastric region. The patient has per-
formed abdominal CT that described massive left hepa-
tic lobe cyst 13.8 9 15.8 cm with sepiments and
extrinsic compression on the stomach and proximal
duodenum. The IgG anti-echinoccocus was negative.
The level of CA 19.9 was 1580 U/mL. Data deposed
for suspected cystoadenoma and the patient has been
subjected to left lateral sectoriectomy, conducted with
anterior tansparenchimal approach with no clamping
and isolated sovrahepatic vein ligation.
Results: The postoperative outcome was characterized
by atrial fibryllation resolved with pharmacological car-
dioversion and the patient was discharged in IX POD.
Histology confirmed cystoadenoma. The follow up at
3 months showed general good clinical condition.
Conclusion: The choise of the laparoscopic approach in
the presence of predictors characteristics of cystoadeno-
ma allows to see the macroscopic aspect of the cyst
and decide to perform hepatic resection ‘one-time’ if
risk criteria was confirmed.
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